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Bentyl proves more effective than 


atropine in “Nervous Indigestion”’ 


New technic of measuring 
human motility shows a de- 
crease or complete sup- 
pression of intestinal pres- 
sure waves, depending on 
dosage of Bentyl.2 Bentyl 
acts by blocking acetyl- 
choline and directly affects 
the muscle fibers like 
papaverine. 


COMPOSITION: Each 

Bentyl Capsule or tea- 

spoonful Bentyl Syrup con- 

tains 10 mg. Bentyl (dicy- 
clomine) Hydrochloride. 

Also Bentyl (10 mg.) with 

Phenobarbital (15 mg.) Cap- 

FROM BETTMANN ARCHIVE 4 = es sules and Syrup, and Bentyl 
Injection, 10 mg. per cc. 


DOSAGE: Prescribe 


Bentyl, 2 capsules or 2 tea- 
McHardy! reports that Bentyl is “superior to Bentyl Syrup 


three times daily and at 
atropine” for relief of pain due to pylorospasm. He 
confirms the work of others that Bentyl is free from dren, % to 1 teaspoonful 


significant side effects which permits more Syrup 10 to 15 minutes be- 


fore feeding, three times 
general use in nervous indigestion. daily. 


When you prescribe Bentyl, you prescribe patient Sou MJ. 46:1139, 1952, 


comfort. You will rarely hear patients complain about 2. Lorber and Shay: Fred. 
‘belladonna backfire” or dry mouth and blurred vision. Proc. 12:90, 1953. 
Complete Bentyl _ bibli- 
Use Bentyl for your next nervous indigestion patient. ography on request. 
Relief of G.I. spasm is quick, complete and comfortable. T.M. ‘Bentyl’ 


Bentyl 


AN EXCLUSIVE DEVELOPMENT OF MERRELL RESEARCH CINCINNATI 
New York St. Thomas, Ontario 


The Wm. S. Merrell Company . . . Pioneer in Medicine for 125 Years 
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NOW: for Adults and Children! 


PEDIATRIC 


First, under tongue for 
quick asthma relief 
from aludrine (Isopropyl arterenol) HCl in coating 
Then, swallow tablet for 


prolonged asthma control 
from theophylline, ephedrine, phenobarbital, contained in tablet core 


NEPHENALIN, the ‘“‘relay-action” tablet combining two widely prescribed, 
complementary anti-asthmatics, is now available in two potencies: the familiar 
square, purple tablet for adults, and the smaller square, red tablet for children. 
Since a single NEPHENALIN tablet provides quick asthma relief, thereby often 
replacing the nebulizer, and since relief lasts about four hours, many asthmatic 
patients will find it the most convenient and efficient anti-asthmatic they 
have ever used. Bottles of 20 and 100 tablets. 


Thos. Leeming b Co. Inc. 155 East 44th St., New York 17 
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MEMO FROM 


THE PUBLISHER 


Man-made barriers prove inconvenient, but it’s hard to isolate 
the human spirit. For centuries men have recognized the 
bonds that unite them in human endeavor despite minority 
efforts to divide them, to set them against one another. A 
GP human interest story will illustrate our point. 

In December, 1952, Dr. Charles F. Greenwood of Oakland, 
California, entered a gift subscription of GP to a physician 
friend of his resident in the Russian zone of Germany. We 
shall leave the recipient nameless, for obvious reasons, but 
Dr. Greenwood described him to us as “a distinguished 
German physician with whom I have been corresponding, 
and whois intensely interested in American medical progress.” 

The subscription started with the January, 1953, issue and 
nothing more was heard until early summer, when the April 
and May issues were returned, marked “Unknown.” We 
pulled the address plate out and wrote Dr. Greenwood for 
information on a new address for his friend. He in turn 
contacted the German physician and in September wrote us 
that he had had a letter back from Germany in which the 
friend stated he is still at the same address. The German 
doctor wrote: ‘I don’t know why two copies of the Medical 
Journal did not reach their destination. Probably even airmail 
is sent the last part of its way by train and once in a while 
the mail is not allowed to pass through the East-West cus- 
toms. But right now the transportation between the East and 
West zones is almost normal.” 

Accordingly we dispatched all issues from April on, and 
are waiting to see if they reach their destination or are 
returned to us. 

Most interesting to us and to every GP reader was a final 
paragraph in the letter from Germany: 

**Now a few words in connection with the Medical Journal. 
Compared with our German publications, it is an unbelievably 
luxurious get-up, with a lot of advertisement. The text is 
very clear, instructive, and limited to that which is essential. 
Our journals for physicians are mostly too high, so that the 
medical practitioner who is overburdened with work does 
not read it. Especially instructive are the simple drawings 
in which the Americans really excel; only the essential is 
displayed, no unnecessary lines, and special attention is 
called to the main point. May I thank you once more, and 
through you the publisher, too, for this very precious gift 
of friendship.” 

Dr. Greenwood has already entered a subscription re- 
newal for his friend—an individual link in a chain of com- 
munications designed to keep free flow of universal informa- 
tion among men separated by geographical and political 
barriers. 

—M.F.C, 
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when psychic stress 


is the underlying cause of 


BACK PAIN HEADACHE 


Edrisal* relieves the psychic stress 

Edrisal’s Benzedrine} component improves the 
patient’s mood and creates a sense of well-being, thus 
relieving the depression that so often is the under- 
lying cause of pain. 


‘Edrisal’ relieves the pain 
“ ‘Edrisal’ was more effective than any other analgesic 


previously used...” 
Wells, R. L.: M. Ann. District of Columbia 20:360, 1951. 


Each ‘Edrisal’ tablet contains: 

‘Benzedrine’ Sulfate . . 2.5 mg. Be sure to prescribe 2 ‘Edrisal’ tablets per 
(racemic amphetamine sulfate, dose to assure the full benefit of the 
S.K.F.) ‘Benzedrine’ component. 


Acetylsalicylic acid . . . 2.5 gr. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
tT.M. Reg. U.S. Pat. Off. for racemic amphetamine sulfate, $.K.F. 
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The small total dose required affords 
economy and virtual freedom from side actions. 


HP*ACTHAR Gel, subcutaneously or intramuscularly, 
provides rapid relief of even severe pain, especially in 
the acute stage of bursitis and tendinitis. 

Unlike procaine infiltration or narcotics, HP*ACTHAR 
Gel does not simply dull the pain. It effectively counter- 
acts the underlying inflammatory reaction, concomitant 
swelling and edema. Even calcium deposits may dis- 
appear.t 
¢ Steinberg, C. L., and Roodenburg, A. L.: J.A.M.A. 149: 1458, 1952. 


AN THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 
A DIVISION OF ARMOUR AND COMPANY 


*HIGHLY PURIFIED IN GELATIN) 


ACTHAR® IS THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE—CORTICOTROPIN (ACTH). 


GP « Volume IX, Number 1 


: 
_ 
gt 
| ~ < 
4 
ODERN Se 4 
MANAGEMENT | 
: 
i : 
2 
j 
2 
i 
i 
4 
{ 
~ 
. 
4 r 
i 


(Continued from page 11) 
Wichita, Kan.; A. E. Rirt, St. Paul, Minn.; Tuomas 
Giapney, Baton Rouge, La.; Epwin H. Fenton, Detroit, 
Mich.; James Murpuy, Fort Worth, Tex.; R. ADELAIDE 
Draper, Dorchester, Mass.; Danie Betrz, Los Angeles, 
Calif.; Frep Simonton, Chicamauga, Ga. 


Publication Committee: STANLEY R. TrRuMAN, Chairman, 1904 
Franklin, Oakland, Calif.; Hottanp T. Jackson, Fort 
Worth, Tex.; Artur N. Jay, Indianapolis, Ind.; I 
Pups Frouman, Washington, D.C. 


Committee on Scientific Assembly: JoHN F. Moser, Chairman, 
1954 Church St., Coeymans, N. Y.; ANpREw S. Toms, 
Chairman-Elect, Victoria, Tex.; T. E. Ropinson, Salt Lake 
City, Utah; Merun L. Newkirk, South Gate, Calif.; 
Hersert Hart ey, Seattle, Wash.; ALLEN G. Gress, Okla- 
homa City, Okla. 


Building Committee: JoHN R. Fow1er, Chairman, Fowler 
Clinic, Barre, Mass.; W. A. BuecHELER, Syracuse, N. Y.; 
M. B. Casesott, Kansas City, Mo.; Cartes NEtson, 
Beverly Hills, Calif.; M. C. Wicinton, Hammond, La.; 
Aaron Hortanp, Newark, N. J.; W. H. Watton, Belle- 
ville, Ill.; C. W. Anperson, Denver, Colo; Grorce H. 
Lemon, Toledo, Ohio 


Constitution and By-Laws Committee: Caries A. Jost, Chair- 
man, 3500 N. Grand, St. Louis, Mo.; S. A. Gartan, New 
York City; D. H. James, Memphis, Tenn.; James M. 
Perkins, Denver, Colo.; Jacos H. Benpes, Rockford, Ill. ; 
A. Leste Vasconcettos, Honolulu, Hawaii 


Committee on Rural Health: Carroit B. ANDREws, Chairman, 
Box 367, Sonoma, Calif.; Norman H. Garpner, East 
Hampton, Conn.; Jonn Paut Jones, Camden, Ala.; D. G. 
Muer, Jr., Morgantown, Ky.; Joun R. Ropcer, Bellaire, 
‘Mich.; Exmzr A. Larsen, Centerville, lowa; Pace C. 
Jett, Prince Frederick, Md. 


Committee on Voluntary Prepaid Medical Core: Ropert F. 
Purte.t, Chairman, 758 North 27th St., Milwaukee, Wis. ; 
H. Kennetu Scatuirr, Chicago, Ill.; Arrnur J. Orrer- 
MAN, Omaha, Neb.; Gupert Satronstat, Charlevoix, 
Mich. ; Francis T. Hopces, San Francisco, Calif. 


Mead Johnson Scholarship Award Committee: FreD HuMPHREY, 
Chairman, Box 113, Fort Collins, Colo.; W. B. Hitpr- 
BRAND, Menasha, Wis.; Mary EuizaBeTH JOHNSTON, Taze- 
well, Va.; Watrer L. Portreus, Franklin, Ind.; M. B. 
GutsMann, Oklahoma City, Okla.; R. E. Heerens, Rock- 
ford, Ill. 


M & R Award Committee: H. A. Tarrant, Chairman, 1315 
West Ninth Street, Wilmington, Del.; Ricnarp A. MuLts, 
Ft. Lauderdale, Fla.; S. S. Kery, Picayune, Miss.; F. F. 
Prister, Webster, S. D. 


Committee on 1954 State Officers’ Conference: Eart D. Mc- 
Cauuster, Chairman, 1113 Bryden Road, Columbus 5, 
Ohio; Wuu1am E. Rownp, Secretary, Bremerton, Wash. 

Committee on Insurance: CARLETON R. SmirH, Chairman, 203 
Medical Arts Bldg., Peoria 5, Ill.; Eart C. Van Horn, 
Cincinnati, Ohio; J. S. DeTar, Milan, Mich.; Amos N. 
Jounson, Garland, N. C.; Horace W. Esusacn, Drexel 
Hill, Pa. 


Is this needle safe for you? 


Only when you see it come from an autoclave 
will you give a positive yes. 

Current literature points to the danger of 
infectious hepatitis from improperly sterilized nee- 
dles. Protect your practice from cross-infection. 

Autoclave safety is yours for only $210 in 
Castle’s new fully-automatic ‘‘777” Speed-Clave. 
Phone your dealer, or write: 


WILMOT CASTLE COMPANY 
1152 University Avenue, Rochester 7, N. Y. 
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Make your Hotel Reservations early 


American Academy of General Practice 


1954 Scientific Assembly 


The Academy meets in Cleveland in 1954 
with the biggest anticipated registration 
in its history. This means that the physi- 
cian who makes his reservation early will 


have first choice on the best rooms in the 
better hotels. For the finest program yet 
offered at any Annual Assembly. . . for the 


most valuable four days you ever spent... 


By all means come to Cleveland... 


BUT REMEMBER — 


* Assignment of rooms will be made in the order re- 
ceived. 


® All assignments will be through the Cleveland Hous- 
ing Bureau. 

“headquarters” hotel—Academy headquarters 
will be at Public Auditorium. 


* Delegates and distinguished guests may specify the 
Cleveland Hotel. 


® State officers and delegates must make their own 


reservations. 


® Be sure to indicate definite arrival and departure 
time, also names of room occupants. 


* All registration (except delegates) at Public Audi- 


torium 10:00 A.M. to 5:00 P.M. Sunday, March 21, 
and beginning at 9:00 A.M. on Monday. Meeting 


ends at noon, March 25. 


MAP OF DOWNTOWN CLEVELAND 


CS 


Courtesy of the Commercial Survey Co. 


2. Public Auditorium 
Stadium—Home of the 


Allerton Hotel 


Carter Hotel 


Colonial Hotel 

9. 
10. New Amsterdam Hotel 
11. 
12. 


« Union Station— 


Terminal Tower 


Indians and the 
Browns 


Auditorium Hotel 


Cleveland Hotel 


Hollenden Hotel 


Olmsted Hotel 
Statler Hotel 


HOTEL RESERVATION FORM 


USE THIS 


a 
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Chis Month’s Authors 


Herbert K. Abrams, M.D., 


author of “The Doctor’s Health,” is medical director of the Union Health Service, Chicago. 
He is also chairman of the Industrial Hygiene Section of the American Public Health Associa- 
tion, and was formerly chief of the Bureau of Adult Health of the California State Health 
Department. In this latter position, he administered a state-wide program of prevention of 
occupational disease and promotion of industrial health. 


J. B. Chastain, M.D., 


is engaged in the practice of pediatrics in Columbus, Georgia, in partnership with Dr. L. K. 
Newlin, who is his co-author of “Practical Points in Pediatric Diagnosis.” Dr. Chastain, who 
received his M.D. degree from the Medical College of Georgia, was, until September of 1953, 
affiliated with the U.S. Public Health Service. While in this government service, he practiced 
pediatrics in Indian hospitals in Arizona and Utah. 


Francis D. Murphy, M.D., 


who specializes in internal medicine, has been clinical director of the Milwaukee County 
Hospital since 1924, and head of the Department of Medicine at Marquette University since 
1928. Dr. Murphy, author of “Chronic Nephritis and the Nephrotic Syndrome,” has devoted 
much of his time to special research on nephritis at the Milwaukee County Hospital, and in 
1933 was awarded a Certificate of Honor from the A.M.A. for special work on Bright’s disease. 


William M. Nicholson, M.D., 


is professor of Medicine, Duke University School of Medicine, Durham, N.C. He is a graduate 
of Johns Hopkins Medical School, Baltimore, Md., and was a Medical House Officer at the Johns 
Hopkins Hospital. After spending three years as an assistant in Pathology and Medicine at 
Hopkins, he transferred to Duke University School of Medicine, where he has been since 
1935. Dr. Nicholson is co-author with Dr. Howard H. Herring of ‘Potassium Deficiency.” 


Clayton E. Wheeler, Jr., M.D., 


assistant professor of Dermatology and Syphilology at the University of Virginia, Charlottes- 
ville, has had much experience in his specialty to qualify him as the author of “Treatment of 
Acne Vulgaris.” Dr. Wheeler was graduated from the University of Wisconsin Medical 
School, Madison, and prior to his present position, was a resident and instructor in Derma- 
tology and Syphilology at the University of Michigan, Ann Arbor. 
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Taken at the onset of symptoms, Multihist + APC 
quickly the troublesome rhinorrhea of the 
common cold and relieves such general symptoms as 
headache, backache, and other discomfort. Each capsule 
provides 15 mg. of the Multihist combination (5 mg. 
each of Pyrilamine maleate, Prophenpyridamine maleate, 
and Phenyltoloxamine dihydrogen citrate) together with 
aspirin 3% gr., phenacetin 2% gr., and caffeine % gr. 
Because each antihistamine is provided in an amount 
virtually incapable of producing drowsiness or lethargy, 
the incidence of side effects is greatly reduced. Average 
dose, 2 capsules initially, fives by 1 capsule at 
4-hour intervals. Available on prescription through all 
pharmacies. 


SMITH-DORSEY 


Lincoln, Nebraska 
A Division of THE WANDER COMPANY 
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Symptomatic Relief 


MULTIPLE ANTIHISTAMINE 
ANALGESIC * ANTIPYRETIC 
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Yours Cruly. . . 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors cf letters published in this department will be preserved upon request. 


More 1953 “Abstracts” Available 


Dear Sir: 

I have been an enthusiastic reader of your fine journal 
for the past two years and I find it is the best all-around 
medical journal in America today. It was helpful to me in 
medical school and even more so during my internship when 
time to read was at a premium. I am now on active duty 
with the Navy and plan to enter general practice in late 
1954. 

I should like to apply for an associate membership in the 
Academy until I am eligible for full membership. 

I would also like to find out if copies of “Abstracts” for 
the last convention are available. If not, please apply the 
enclosed money order to next year’s subscription to GP or 
to the dues for an associate membership. 

Rosert Douc as, Lt. 5G. (MC) USNR 
FPO San Francisco, California 


In anticipation of the demand for the 1953 “ Abstracts” from 
persons who did not make advance orders, a few hundred extra 
copies have been printed and are available at this time. A copy 
of 1953 ** Abstracts” as well as an application form for associ- 
ate membership was sent to Lt. Douglas posthaste.—PUBLISHER 


Proprietary vs. Propriety 
Dear Sir: 


Coming from a man of the professional stature of Dr. Paul 
Williamson, it was a shocking surprise to me to hear him 
advocate in the March GP, the doctor-ownership of small 
clinic-hospitals. His ‘“‘doctor of tomorrow” would have a 
proprietary interest in his own workshop. He even goes so 
far as to decry the doctor’s demands that the public furnish 
them hospitals. 

After working for five long years in just such a clinic- 
hospital setup (12 beds), I feel justified in offering some com- 
ment. The comparison of a doctor’s ownership of a hospital 
and an auto mechanic’s garage. is so naive that one can only 
accept Dr. Williamson’s own description of his prediction as 
wild.” 

Obviously, the mechanic expects to make as much profit 
from his investment as the competitive market will bear. The 
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public today has been educated by various agencies to the 
proposition that hospitals are “not for profit.” To pursue 
this line of thought further, most hospitals (and especially 
small ones with high unit costs) show a greater or lesser 
deficit at the end of their fiscal year. Does Dr. Williamson 
propose that doctors underwrite these deficits—or should 
we run “sales” or “specials” to stimulate lagging sales 
activity as the mechanic does with his “‘fall tune up”? 

To place the doctor in the position of a vested interest in a 
clinic-hospital is no more reasonable than to expect our 
teachers, lawyers, or clergy to own, wholly or partly, their 
respective “workshops.” Many of the charges concerning 
unnecessary surgery and indiscriminate treatment have 
centered in just such small hospitals. I submit that no doc- 
tor should have to choose between a deficit in his “workshop” 
and somebody’s “possible appendicitis.” The medical ethics 
which frown upon a doctor’s financial interest in a drugstore 
or medical appliance company to which he directs patients 
were conceived in great wisdom. 

In this day of rapid communication and transportation, it 
is much more in the public interest that communities of 
small size combine their efforts in establishing a hospital of a 
size sufficient to serve their needs and keep costs down. 

J. L. Borpenave, M.D. 
Geneva, Llinois 


Because of the diverse points of view, the author was invited to 
comment on Dr. Bordenave’s letter —PUBLISHER 


Dear Sir: 

This is in answer to the nice letter from Dr. J. L. Borde- 
nave. I agree with so many of the points he makes that re- 
buttal is impossible. My point, however, was, as I said, 
applicable only to the small town where all medical facilities 
are under one roof. 

I intended no implication that the doctor have a “vested 
interest” in the small town hospital, but I do think it not 
totally unreasonable that he own at least the clinical facili- 
ties. As an example, take the x-ray department. In such a 
setup, most of the profit from the x-ray work of the small 
clinic-hospital goes directly into the pocket of the doctor. Is 
it then unreasonable that he should own the x-ray machine? 

(Continued on page 23) 
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“... Biphetacel has been tested recently 

with excellent results. It contains the 1:3, I/d ratio 

of amphetamine phosphate together with methyl atro- 
pine nitrate (Metropine®) and sodium carboxy- 
methylcellulose (to reduce constipating effect of 


amphetamines). It has been administered to 236 over- 


weight patients over an average time of six weeks. 
The responses have been classified according to the 
patients’ subjective feelings in regard to appetite 
suppression, as follows: 14 patients—no effect ; 30 
patients—slight effect; 105 patients—satis- 
factory effect; 87 patients—excellent effect. . .” 
S. C. Freed, M. D.—Newer Concepts in Treating 
Obesity, GP, Vol. VII, No. 1, Jan. 1953 
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(Continued from page 21) 

I do refuse to accept the statement that all small town 
hospitals are in the red. Quite a number of those that | 
have known managed to break even or almost break even 
without difficulty. 

By no means should the doctor be a proprietor in the 
profit-making sense of the word. If, however, he can help 
his community by giving his administrative ability, if the 
existence of the small clinic-hospital will add substantially 
to his income (as it frequently does), I do not think it 
unreasonable that he contribute a financial interest. I do 
believe it improper that he should engage in the “business” 
of running a hospital or that he should attempt to make a 
gross profit from his activities in running one. 

The point I would make is that those of us in medicine 
have too great a tendency to “let George do it.” I feel that 
we should be careful that our hospitals do not entirely leave 
medical control because we adopt this attitude. 

Many young doctors have a totally unreasonable attitude 
about what the community owes them. I still believe that the 
doctor should own his own workshop and in addition should 
contribute his skill and, if necessary, some financing to the 
small local hospital. I do not feel that the medical man is 
obliged to provide hospitalization. 

I agree most heartily with the last paragraph of Dr. 
Bordenave’s letter. Where possible, it is quite wise for several 
communities to combine their efforts in establishing an ade- 
quate hospital. In communities where this is possible, the 
doctor then should own only his own clinic. Again, I repeat, 
I agree with much of what Dr. Bordenave says. I do, how- 


Cortef' for 
inflammation 


neomycin for 
infection 
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ever, feel that in the ller ~ce ities the doctor may 
have some responsibilities when his practice involves the 


small clinic-hospital. 


Paut Wituamson, M.D. 
Walsh Hospital 
Walsh, Colorado 


Kentucky Practice Available 
Dear Sir: 

I wish to announce that there is an opening for a doctor 
to do general practice in West Liberty, Kentucky. A salary 
will be given the first year; the following years the physician’s 
income will be on a partnership basis. Interested physicians 
should contact Dr. Hershell B. Murray, superintendent at 
West Liberty Hospital, Inc. 

Hershell B. Murray, M.D. 
West Liberty Hospital, Inc. 
West Liberty, Kentucky 


Capital Punishment 


Dear Sir: 

I know that you are familiar with our trademark situation 
on ‘Benzedrine’ and ‘Dexedrine,’ but I thought you would 
not mind my pointing out the typographical error in your 
August issue. 

On page 95, in Dr. Ratner’s article, there is mention of 
‘Benzedrine’ spelled without trademark identification. As 
you know, ‘Benzedrine’ is our trademark for racemic amphe- 
tamine sulfate, SKF, and as such should be capitalized. 

(Continued on page 25) 
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Taste Toppers » » « that’s what physicians and 


patients alike call these two 
for all ages favorite dosage forms of 
Terramycin because of their 
unsurpassed good taste. 
They’re nonalcoholic — a treat 
for patients of all ages, 
with their pleasant raspberry 
taste. And they’re often the 
dosage forms of first choice 
for infants, children and 
adults of all ages. 


‘Te rramycin 


BRAND OF OXYTETRACYCLINE 


Pediatric Drops 


; 

a Each cc. contains 100 mg. of pure 
La crystalline Terramycin. Supplied in 
\ / 10 ce. bottles with special dropper 


calibrated at 25 mg. and 50 mg. 

May be administered directly or mixed 
with nonacidulated foods and 

liquids. Economical 1.0 gram size 
often provides the total dose required 
for treatment of infections of average 


severity in infants. 


Supplied: Bottles of 1.0 Gm. 


Oral Suspension avored 


Each 5 cc. teaspoonful contains 250 mg. 
of pure crystalline Terramycin. Effective 
against gram-positive and gram-negative 
bacteria, including the important 
coli-aerogenes group. rickettsiae, 
certain large viruses and protozoa. 


Supplied: Bottles of 1.5 Gm. 


PFIZER LABORATORIES, Brookiyn 6,1. ¥., Division, Chas. Pfizer & Co, In 
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(Continued from page 23) 
I noted that this was done with correct usage on page 52, 
in Dr. Derbes’ article, so I realize it was just a typographical 
error. 
I hope you don’t mind my bothering you about this. 
Ricuarp C, Bostwick 
Public Relations Department 
Smith, Kline & French Laboratories 
Philadelphia 1, Pennsylvania 


Our thanks to Mr. Bostwick for calling this to our attention 
—Benzedrine should have been capitalized. If SKF will send us 
a liberal supply, we'll pass it on to our dozing manuscript 
editor. —PUBLISHER 


Correction Appreciated 


Dear Sir: 

As publishers of the annual volume edited by Dr. Howard 
F. Conn on Current Therapy, we were naturally most pleased 
with the cordial review given the book by Dr. Stanley R. 
Truman. 

However, the purpose of my letter is specifically to thank 
the publisher of GP for including with the review, a note of 
correction to be made for the dosage of Triethylene Mela- 
mine. This is the kind of thoughtful and practical touch 
which has distinguished GP from its very inception. I am 
sure that I speak also for Dr. Conn in thanking you for 
bringing this correction to the attention of your readers. 
Joun L. Dusszau 
Managing Editor 


W. B. Saunders Company 
Philadelphia, Pennsylvania 


Handle with Care! 


Dear Sir: 

In the editorials of the June GP, mention was made of 
anaphylactic shock from penicillin. I have had three such 
cases in my practice this year and have heard of two fatalities 
(immediate collapse and death) in nearby communities. 

In one instance, the patient, a 4-year-old boy, had re- 
ceived both penicillin (aqueous procaine penicillin G) and 
tetanus antitoxin (skin test negative to antitoxin), so the 
precipitating cause was not clear-cut. In the other two cases 
(adult males) penicillin had been given without reaction on 
several occasions. 

One, an asthmatic, had an immediate reaction with sense 
of impending death, etc. Recovery was prompt with the 
use of epinephrine and antihistamine preparations. The last 
case felt “funny” as he left the office, and by the time we 
got him to bed his B.P. was 40/0. He promptly responded 
to epinephrine and antihistamines. One week later, in spite 
of a warning from the patient to the physician that he 
couldn’t take penicillin, he was given an injection for his un- 
cured Neisserian infection; this time he required oxygen, 
etc., but did recover finally. 

I shall certainly avoid any use of penicillin which is not 
absolutely necessary, and I feel that repeated warnings 
should be made in the medical journals. 

Davin R. Minter, M.D. 


Cruger, Mississippi 
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Because of the Benzedrine} Sul- 
fate component, ‘Edrisal with 
Codeine’ improves the patient's 
mood, and thus averts the un- 
desirable depressant effects that 
are so often associated with co- 
deine therapy. 

This remarkable analgesic 
combination (available in two 
strengths) is particularly effec- 
tive in dysmenorrhea, colds and 
gtippe, the early pain of malig- 
nancies, and in many other cases 
where relief of more intense pain 
is needed. 

Each tablet contains codeine 
sulfate, % gr.—or 4% gr.—plus 
the ‘Edrisal’ formula. 


Smith, Kline & French 
Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 


Reg. U.S. Pat. Off.forracemic amphet- 


amine sulfate, S.K.F. 


to relieve 
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Oral penicillin is less prone to cause anaphylactoid 
reactions than is injectible penicillin. 
from a recent report by Welch et al. of the 


Food and Drug Administration, Antibi. 
otics & Chemotherapy 3:891 (Sept.) 1953, 


‘*... there is no longer any reason to question 
the reliability and efficiency of orally adminj 
istered penicillin, and it would appear that 
oral penicillin can be relied upon for the therapy 
of 80-90% of penicillin-treatable infections.” 


Boger, et al.: Oral Penicillin: Evaluation 
of All Forms, report distributed at Nev! 
York Session of the A.M.A., 1953. 
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Editorials 


So Help Me, Hippocrates 


For some people the origin of things is a fascinating 
study. They can probably tell you how men got 
started in the habit of making resolutions on New 
Year’s Day. Your editors cannot. We looked in the 
dictionary, a good encyclopedia, and George Stimp- 
son’s A Book About A Thousand Things. There were 
a lot of interesting and useful facts. For example, 
Stimpson wrote: “There is an old belief in the 
southern states that eating black-eyed peas seasoned 
with salt pork on New Year’s Day will bring good 
luck for the whole year.” But not a word could we 
find about the custom of making resolutions. 

Still, the search was good for our editorial ego. It 
became obvious that we know more about New 
Year’s resolutions than those authorities. As a mat- 
ter of fact, we are experts in one phase. We have 
made and broken more resolutions faster than any- 
body else we know—except maybe all the rest of the 
physicians in the United States. As a group, doctors 
are notorious makers and breakers. In one study, re- 
ported here for the first time, 60 per cent of citizens 
interviewed had made New Year’s resolutions that 
they later had broken. Among the doctors inter- 
viewed, the incidence was 100 per cent! Probably 
psychiatrists will try to make something of these 
figures—just as they’ve done with Professor Kin- 
sey’s statistics. For that reason, we refuse to reveal 
where we did our sampling or anything at all about 
the samples. 

Now that it has been established that all doctors 
make New Year’s resolutions and invariably break 
them, we have the natural editorial urge to simplify 
and condense an analysis of causes and effects into 
some sweeping conclusions. It is obvious that doc- 
tors make New Year’s resolutions because they feel 
the need for a change. It is equally obvious that 
their need is unfulfilled, because their good inten- 
tions have a 100 per cent mortality. Where they 
make their mistake is to concern themselves with 


things like smoking and spending money and read- © 
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ing novels instead of The Literature. ‘This policy is 
altogether too idealistic. But doctors know enough 
about psychiatry that they can’t be fooled into mak- 
ing resolutions that are ridiculously easy—iike a 
resolution to use plain water instead of carbonated 
water. No, we doctors need a policy that nicely bal- 
ances the idealistic and the practical. Really it is a 
matter of devising a resolution that fools the ego— 
makes it think we’re doing something pretty noble 
and good for us, even if it is something pleasant that 
we’ve wanted to do all along. For Academy mem- 
bers, we have the answer to the problem. (Other 
readers please join, or shift for themselves.) Here it 
is—the doctor-proof New Year’s resolution: 

Resolved, that |, Dr. » will attend 
the 1954 Scientific Assembly of the American Academy of General 
Practice in Cleveland, March 22-25, and that with these words 
| will instantly take steps to implement this resolution, as follows: 

1. Make appropriate marks on calendar. 

2. Instruct secretary to obtain hotel and transportation reserva- 
tions. 

3. Instruct secretary to assist me in impressing all patients with 
the fact that their welfare and mine depend upon my being in 
Cleveland in March, 1954. 

4. Arrange for substitute in practice. 


So help me, Hippocrates. 


Treatment of Influenza 


AS ADDITIONAL evidence that antibiotics do not fa- 
vorably influence the course of a nonbacterial in- 
fluenza-like syndrome, the experience of Jones, 
Bigham, and Manning indicates that this type of 
illness responds better to aspirin than to oxytetra- 
cycline or to erythromycin. Their report, published 
in the Journal of the American Medical Association for 
September 26, 1953, dealt with patients in whom 
type A’ influenza probably was the causative agent 
in the majority of cases. Results of therapy were 
appraised on the basis of duration of fever. Subjec- 
tive symptoms disappeared at about the same time 
that the temperature returned to normal. In seven- 
ty-six patients who received 600 mg. of aspirin 
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every six hours, the average duration of fever was 
thirty hours. In ninety-six patients who received 
oxytetracycline (600 mg.) or erythromycin (200 
mg.) every six hours, the average duration of fever 
was forty-one to forty-two hours. The authors com- 
mented, 

“It is evident from these observations that neither 
oxytetracycline nor erythromycin altered the 
course of the disease. Indeed, the patients who were 
given acetylsalicylic acid usually felt better sooner 
than those who were receiving either oxytetracy- 
cline or erythromycin. There was no recurrence of 
symptoms or evidence of secondary bacterial infec- 
tion in any of the patients.” 

Still there are some physicians who continue to 
prescribe antibiotics for patients having non-bac- 
terial respiratory infections. This policy is not a re- 
flection of inaccurate diagnosis, and it persists in 
the face of the facts that such treatment is expensive 
and potentially dangerous. Rather this policy is dic- 
tated by fear of secondary bacterial infections in 
cases of influenza. It has not been much curtailed by 
reports like the one of Jones and associates, or by 
the reasonable argument presented by Kilbourne in 
GP for September, 1953. That author stated, ‘'The 
incidence of secondary infection is low in present- 
day virus influenza, and the primary disease is un- 
modified by antibiotics. A basic objection to non- 
specific prophylaxis might be cited here, i.e., what 
organisms are anticipated as secondary invaders, 
and which antibiotics will cover all possibilities?” 

It seems that antibiotics are prescribed in influ- 
enza because the devastating effects of the pandemic 
of 1918 are still fresh in memory. Doctors who had 
personal experience with that influenza can hardly 
be blamed for being suspicious of any epidemic of 
influenza. They reason that use of antibiotics is bet- 
ter than doing nothing, because each outbreak of 
influenza seems to them to be a potential killer. 
They have assumed all along that the high death 
rate in 1918 was a consequence of secondary bac- 
terial invas‘ons. But the validity of that assumption 
has been attacked, and these physicians are referred 
to Francis’ superb essay on “Influenza: The Newe 
Acquayntance,” published in the Annals of Internal 
Medicine for August, 1953. That author presents 
convincing reasons for belief that the influenza virus 
itself was the decisive factor of 1918, and that bac- 
teria were only incidentally present. At the same 
time that Francis’ facts argue against routine anti- 
biotic treatment for all respiratory syndromes, they 
warn that the new drugs are no reason for compla- 
cency with respect to virulent influenza. 


On Looking Around 


From a lofty perch atop Chicago’s Palmolive Build- 
ing, the accomplished editor of Modern Hospital 
surveys the hospital and medical world each month 
in a column entitled “Looking Around.” Oc- 
casionally his vision, like his logic, gets monocular. 
Just to ride out a friendly metaphor, let it be said 
that he usually looks out of one corner of his eye, 
and that it often is jaundiced. 

Last month, in this column, Modern Hospital 
sharply criticized the Academy (and thus the A.M. 
A.) for objecting to the public campaign of the 
College of Surgeons which has brought so much 
harmful publicity to the medical profession. Modern 
Hospital quotes Paul Hawley as “regretting” the 
loss in public confidence resulting from the cam- 
paign of the College, but states that this is a “‘cal- 
culated risk that must be taken if the campaign 
to eradicate evils is to be effective.” 

Secure in the knowledge that the great majority 
of doctors feel otherwise, we have no desire to 
labor this point further here. However, we can’t let 
pass another point raised by Modern Hospital. Its 
editor finds fault with the Academy’s stand that 
the questions of hospital surgical privileges and fee- 
splitting are two separate and distinct questions. 
He criticizes the statement appearing in our 
November Newsletter that the determination of 
who shall enjoy surgical privileges in a hospital is 
irrelevant to the question of fee-splitting. ‘The 
question is not irrelevant,” he says. 

But, it is! If he will just keep his eyes open now 
and listen, we'll show Modern Hospital’s editor why 
it is irrelevant: 

The finest, best trained, most expert surgeon 
might be a fee-splitter. (Some of them are.) The 
poorest trained, most clumsy, most ignorant 
surgical butcher might be honest and ethical. 

See what we mean? Oh, shucks—he was looking 
the other way. 


The Littlest Deaths 


ALTHOUGH statistics are usually dry stuff, Bundesen 
makes them lively in his article on “Natal Day 
Deaths” in the J. A. M. A. for October 3, 1953. 
There he shows that the matter of dying on the day 
of birth is one of Medicine’s biggest unsolved prob- 
lems. For example, thirty years ago, deaths during 
the first year of life were so numerous that more 
than ten out of every hundred babies failed to sur- 
vive that year. At that time natal day deaths were 
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relatively unimportant, making up less than one- 
tenth of all infant deaths. In the past three decades, 
chiefly because of progressive control of infectious 
diseases, total infant mortality has declined steadily 
to a more respectable figure. Nowadays, less than 
three out of every hundred infants fail to pass safely 
through their first year. But the picture for natal 
day deaths has not shown corresponding improve- 
ment, so that these deaths now constitute more than 
one-third of all infant deaths. 

Two causes—abnormal pulmonary ventilation 
and injury at birth—are responsible for almost three- 
fourths of all deaths on the day of birth. For both 
these causes, prematurity is an important predis- 
posing factor. Thus, Bundesen notes that although 
infants prematurely born account for only 8 per 
cent of all the live births, they account for about 80 
per cent of all the natal day deaths. Obviously there 
is a high premium for preventing premature births 
and for successful treatment of the premature infant 
from the moment he begins his passage through the 
birth canal. Bundesen believes that an adequate 
program for this purpose requires consideration of 
five factors that can be outlined as follows: 


1 Socioeconomic status Subject to 

2. Toxemias of pregnancy prenotal control 

3. Method of delivery 

4. Anesthesia Subject to 

5. Type of care infant perinatal control 
receives 


Regarding the last three factors, Bundesen writes: 
“It is self-evident that efforts to control perinatal 
mortality must be applied mainly in the hospitals, 
because the great majority of infants are born in 
hospitals . . . Furthermore, of the deaths that occur 
during the first week, the overwhelming majority 
occur before the newborn infants ever leave the 
hospital.”” Bundesen proposes that perinatal control 
is largely a matter of insuring that all mothers and 
infants receive expert care. For this purpose, he 
recommends strong regulations for maternity divi- 
sions and newborn and premature nurseries—regu- 
lations carefully enforced by the local health officer. 

In order to improve prenatal care, Bundesen ad- 
mits that something rather special will have to be 
arranged for women in lower socioeconomic groups. 
Many of these people receive little or no prenatal 
care, and this lack seems to be reflected in a high 
incidence of all complications that beset pregnant 
women. He would change this by making pregnancy 
a condition reportable to the health department, and 
by assigning health department personnel to a kind 
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of door-to-door patrol activity that would disclose 
pregnant women and make sure they are receiving 
good prenatal care. 

Some physicians will undoubtedly dislike the 
methods Bundesen advocates. Methods that entail 
much police activity by the health department are 
not likely to be popular and they may not be prac- 
ticable at all in some communities. Also it may seem 
uneconomical to spend money to round up women 
for prenatal care, whereas comparable expenditures 
might do something to alleviate the socioeconomic 
conditions that are barriers to prenatal care. Still, 
all physicians have an obligation to join Bundesen 
and other health officers like him in a search for 
methods to reduce the number of neonata! deaths. 
These littlest deaths are not the least. They cou! 
be among our livest people. 


Domiciliary Treatment of Tuberculosis 


Tue widespread use of routine x-ray examination of 
the chest in clinics, hospitals, schools, and industry 
has resulted in the discovery of many cases of 
asymptomatic tuberculosis. This additional load of 
patients, added to the number of tuberculous pa- 
tients discovered because of symptoms, has caused 
a shortage of beds for the hospitalization of the tu- 
berculous in many sections of the United States. 
Although it is recognized that hospitalization is the 
most effective single measure for the control of 
tuberculosis, this bed shortage prevents institution- 
al treatment throughout the entire course of the 
illness. 

Because of the serious bed shortage for tubercu- 
lous patients in New York City, a Home Care Pro- 
gram was instituted at Seton Hospital in 1950. A 
Home Care Program for the tuberculous rests on 
the assumption that an intelligent, co-operative pa- 
tient, partially restored to health, can be treated for 
part of his illness at home to his ultimate benefit. 

One of the groups suitable for home care includes 
medical cases treated by the conventional rest regi- 
men plus antibacterial agents. In these patients the 
disease has shown definite improvement, and there 
is reasonable expectation that in time it will become 
arrested. Before such patients are transferred to 
home care, the sputum must be negative for at least 
three months, except for an occasional positive cul- 
ture. 

Another group supervised are the pneumothorax 
and pneumoperitoneum cases—patients who have 
effective collapse therapy by these techniques. 
These patients are placed on home care as soon as 
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the disease is under control, refills being given at 
the hospital. 

A third group seen are the surgical cases, which 
includes patients who have recovered sufficiently 
from the effects of a major operation such as lobec- 
tomy, pneumonectomy, or thoracoplasty. The inter- 
val between operation and transfer to home care 
ranges from six weeks to four months. 

The patients considered not suitable for home 
care are those with progressive disease requiring 
constant medical or nursing care and those with 
open cavities and persistent tubercle bacilli in 
the sputum. Those patients need active measures 
such as surgical therapy or involved diagnostic pro- 
cedures, and are best kept in the hospital. Further- 
more, home care is not used for custodial types of 
patients with chronic fibrotic tuberculosis. 

In addition to proper selection of patients for 
home care management, the home conditions must 
be adequate for proper supervision and treatment 
for a patient at home. Furthermore, strict medical 
and nursing supervision must be provided in the 
home. 

Kane, Pollak, and Brigham on the basis of their 
experience with the Seton Hospital Home Care 
Program feel that such a program for the tuber- 
culous is feasible and desirable from the point of 
view of community needs and patient welfare. 


The Hours Are Long 


For a young man or woman who wants the kind of 
life that goes with a forty-hour work week, a career 
in Medicine is a bad choice. According to a survey 
reported by Rusk and co-workers, in the New Eng- 
land Journal of Medicine for October 22, 1953, a 
practicing physician works more than sixty hours a 
week until after he is 45 years old. Then he slows 
down to an average of about fifty-five hours a week 
while he is in the 45-54 age group, and to about 
fifty hours a week while he is in the 55-64 bracket. 
Even at age 65, the odds are three to one against 
full retirement; probably he will keep right on work- 
ing twenty-five or thirty hours a week until he dies. 

Some people have the idea that a doctor has no 
cause to complain about the long hours he works. 
After all, they reason, he gets paid for his work; 
the more hours, the more income. Although there 
is some truth in this, the monetary reward is sur- 
prisingly small. Thus, the analysis by the Rusk 
group shows that physicians’ average net income 
during 1949 ranged from $3.71 an hour, in areas 
where physician-population ratio was high, to $3.81 


an hour in localities that were more poorly staffed. 

A good many doctors under 45 years of age would 
like to find a way to shorten their working hours. 
Three approaches might be considered: (1) an in- 
crease in the number of practicing physicians, 
(2) specialization, (3) a change in methods of prac- 
tice. The first approach hardly is practicable. There 
would have to be more than a 30 per cent increase 
in the number of practicing physicians if the average 
work week were to be shortened to forty hours. 
Specialization is not much better as a solution to 
the problem. Thus, according to the survey, the 
only specialties having a work week shorter than 
fifty hours were EENT, allergy, and dermatology 
and syphilology. For physicians specializing in sur- 
gery or internal medicine, the working hours were 
almost as long as in general practice, and pediatri- 
cians and obstetricians had the longest hours of all! 
It seems that, if doctors want to lighten their work 
load without neglecting their patients, they had 
better look closely at their methods. Too many of 
them take one look at what they are doing and then 
begin wishing for a day-stretcher. Perhaps the ad- 
vice of an efficiency expert is what they need. Cer- 
tainly wishful thinking is not likely to provide a plan. 


Wir the development of modern diagnostic meth- 


ods, laboratory aids, and tissue analysis, there can 
be little excuse for lack of thoroughness in a physi- 
cian’s study of his patients. In fact, the time is not 
far off when failure to utilize special diagnostic 
methods, when available, will be viewed with the 
same jaundiced eye by physicians and courts alike 
as is the lack of x-rays in the treatment of fractures. 

Pathologic tissue studies have, until recently, 
been relegated to the post-mortem room and to the 
operating room in the now well-established frozen 
section diagnosis of breast tumors. The increasing 
importance of cancer to the public as well as to the 
professional mind, however, emphasized by cancer 
clinics and modern methods of therapy, has accen- 
tuated the need for diagnostic accuracy and, in 
spite of numerous claims, no laboratory test to 
prove the presence or absence of malignancy has yet 
been evolved except the gross and microscopic 
study of the tissue itself. Because of this, early tissue 
biopsy of suspicious lesions is of the greatest im- 
portance if treatment is to be instituted early and 
the cancer mortality rate lowered. Not only must 
early biopsies be taken of lesions of the cervix, 
uterus, skin, tongue, breast, rectum, and bone, but 
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no conscientious physician can allow an undiag- 
nosed lesion to exist for long in the lung, stomach, 
or brain without in one way or another obtaining 
tissue for microscopic study. 

In addition to improvement in the diagnosis of 
tumors by the more frequent use of tissue study, 
similar benefits have been obtained in almost every 
other field of medicine. In the evaluation of glandu- 
lar enlargements, for example, not only can various 
forms of neoplasms be ruled out, but the correct 
diagnosis made of any one of a host of other dis- 
eases. Such examples as tuberculosis, actinomy- 
cosis, filariasis, blastomycosis, sarcoidosis, and 
Hodgkin’s disease, are only the beginning. To wait 
for a post-mortem examination to establish a diag- 
nosis is no longer to be condoned. Modern patholo- 
gists prefer to study the tissue of living patients. 

The medical profession is under scrutiny now as 
never before by an enlightened public. People edu- 
cated to understand disease may well expect physi- 
cians to do their part in making early diagnoses and 
in starting treatment while the disease is curable. 
An important aid to such diagnosis is the prompt 
use of adequate biopsies which, if not emphasized 
by the profession itself, will soon cause an increase 
in the already too frequent malpractice suits. 


Drugs in the Doctor’s Bag 


As A sidelight to their ‘‘Analysis of One Thousand 
Consecutive Residence Visits to Acutely Ill Medi- 
cal Patients,” published in the Journal of the 
American Medical Association for August 29, 1953, 
Couter and his colleagues listed the drugs that they 
carried in their medical bags. They also assayed the 
importance of these drugs, and their ideas about 
epinephrine and a digitalis drug are provocative. 

They evaluated epinephrine in oil and digitoxin 
(oral and parenteral) as two of fourteen drugs “that 
were used sparingly but whose presence in the 
bag was vitally necessary.” On the other hand, they 
stated that they had carried aqueous epinephrine 
for over six years without finding a suitable indica- 
tion for using it, and apparently they carried digi- 
toxin as the only representative of digitalis prepa- 
rations. These statements bring to mind the thought 
that there is some confusion about the pharmacolog- 
ic properties ot various epinephrine and digitalis 
preparations. 

Epinephrine is carried in the doctor’s bag chiefly 
for emergency treatment of bronchial asthma. For 
this purpose, aqueous epinephrine is superior to 
epinephrine in oil because of the difference in speed 
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of action. Given subcutaneously, the aqueous prep- 
aration begins to act and has a peak effect much 
sooner than could be expected from an intramuscu- 
lar injection of epinephrine in oil. Aqueous epine- 
phrine should be given in small doses (0.3 cc. each). 
It is a mistake to suppose that, because the solution 
is packaged as a one-cubic-centimeter ampul, the 
dose is the contents of one ampul. Epinephrine in 
oil consists of a suspension of the active drug. In- 
jected intramuscularly, it is intended specifically to 
act as a depot from which epinephrine will be ab- 
sorbed slowly over a long period of time. Thus it is 
a complement to aqueous epinephrine—the two 
preparations are not interchangeable. Physicians 
have been known to dispute this point. They have 
found that epinephrine in oil acts just as fast as 
aqueous epinephrine. Such experience is based 
upon a dangerous error in technique of giving the 
oily suspension. Thus, if the suspension is drawn 
into a syringe that is wet as a result of boiling or of 
immersion in antiseptic solution, the suspended 
active drug dissolves in the moisture. Then when 
the mixture is injected intramuscularly, it has the 
properties of aqueous epinephrine. This is danger- 
ous because, if a large portion of suspended epine- 
phrine has been dissolved, there is risk of overdos- 
age. 

The reasons are obvious for including a digitalis 
preparation with the stock of drugs in a doctor’s 
bag. However, the doctor should be discriminating 
in his choice of a preparation. Chiefly, he wants one 
that can be used in an emergency. This usually im- 
plies the need for an injectable form of digitalis that 
will act rapidly. Therefore, the choice should be 
dictated by knowledge of relative speeds of action of 
drugs having digitalis effect. In descending order, 
the popular injectable drugs can be listed as follows: 
(1) strophanthin or ouabain, (2) Digoxin or Cedi- 
lanid, (3) digitoxin. If speed of action is the only 
criterion for choice of a digitalis preparation, digi- 
toxin is poorest. If the doctor has other reasons for 
carrying digitoxin in his bag, he should also carry 
another preparation for use in certain emergencies 
when speed is essential. 

Nothing is more personal than the pharmaceuti- 
cal stock in a doctor’s bag. Each physician develops 
his own likes for drugs that he will administer or 
dispense in patients’ homes. It is undoubtedly a 
good idea for each physician periodically to re- 
evaluate his stock of drugs, discarding ones that 
have been useless and adding ones that he expects 
to use. However, such periodic restocking should 
be based on sound pharmacologic principles. 
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Psychiatry in General Practice 

Dr. Ian P. Stevenson, Associate Professor in 
Neuropsychiatry and Medicine at Louisiana State 
University School of Medicine, is one psychiatrist 
who is convinced that general practitioners can and 
do give effective psychotherapy to their patients. 
To help them do a better job, he has authored a 
series of articles on interviewing and methods of 
psychotherapy. These articles have caused many of 
GP’s readers to approach psychiatric problems with 
greater ease and confidence. In this issue, GP 
presents the last of Dr. Stevenson’s series—‘‘Man- 
agement of Common Psychiatric Problems of 
General Practice”’—an article calculated to provide 
final reinforcement to the author’s educational 
efforts. 

General practitioners who have applied Dr. 
Stevenson’s teachings have had a rich reward, 
principally in terms of a better understanding of 
their patients and a feeling of greater service. Some 
may have experienced the kind of difficulty that 
was mentioned in an editorial in the May, 1953, 
issue of GP. There we told of general practitioners 


AS HISTORIANS evaluate in retrospect the powerful 
national forces which have evolved during the first 
half of this century, no part of this story will be more 
dramatic than that of the course of events which has 
thrust our nation into the role of world leadership. 
Paradoxically the mantle of this responsibility has 
fallen upon our shoulders through no scheming or 
desire on our-part for global power or world domi- 
nation. In fact, the American people only within the 
past decade have, with reluctance and reservation, 
accepted this situation as an outgrowth of interna- 
tional events in great part beyond their immediate 
control. Our entire concept of isolationism and cer- 
tain similar philosophies associated with the Mon- 
roe Doctrine have undergone repeated and drastic 
change. Whether we as a nation like it or not, the 
fact remains that we have become the champions of 
a way of life dear to a large part of the world and, 
as champions, we must assume the vast responsi- 
bilities inherent in such a position. 

Unfortunately nations have not reached that stage 
of development where all problems are solved and 
corrective actions initiated through the medium of 
round-table discussions. As a result, we as a nation, 


Guest Editorial . . . The Changing Pattern of Military Medicine 


who suffered financially because they were spend- 
ing more time with patients and not charging 
proportionate fees. When he read that editorial, 
Dr. Stevenson had an answer. We published it in 
‘Yours Truly” of GP for September, 1953. For 
those who may have missed it, he wrote (in part): 

"The solution lies in a reasonable increase in 
the fee charged for such work by general prac- 
titioners. He already charges more for a delivery 
than for an injection in the office because the 
former takes more time than the latter. He is just 
as entitled to increase his fee if he takes forty-five 
minutes discussing the emotional factors connected 
with headaches or asthma. If he does increase his 
fee for psychotherapeutic interviews he should dis- 
cuss this with the patient beforehand. . . .” 

‘And it will be worth-while. I think also the 
patient’s respect for this sort of work will increase 
if he pays for it.” 

We are grateful to Dr. Stevenson for his interest 
in general practitioners, in the Academy, and in 
GP. Although his article in this issue is the last of a 
series, we have his promise of more to come. We 
know this will be good news to his readers. 


if we are to maintain leadership and protect the free 
world, are committed to a powerful military estab- 
lishment. 

Factors contributing to the changing pattern of 
military medicine have in great part come as an 
outgrowth of the very fact of our world responsi- 
bility. These include such problems as the medical 
support of troops scattered in a global distribution 
ranging from arctic cold to tropic heat, from isolated 
islands to foreign metropolitan centers, from sea 
level to mountain heights, from lands of monsoon 
humidity to those of desert sands. One can readily 
appreciate the constant vigilance which must be 
maintained against endemic diseases foreign to our 
troops, hazards of temperature both high and low, 
the psychic trauma of extreme isolation, and other 
environmental dangers of equal significance. 

An incident that occurred during some of the 
heavy fighting in Korea illustrates to a degree the 
global nature of our responsibilities, and the effi- 
ciency of our Armed Forces in the discharge of their 
obligations to meet these problems. A combat sol- 
dier was flown from an air base in California to 
Korea, was wounded in combat and returned to a 
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hospital in the United States, a veteran wearing a 
purple heart—all within twelve days! 

The control of disease among our men and women 
in uniform has made dramatic progress, as may be 
illustrated by the fact that during the Civil War of 
every thousand soldiers in the service, seventy-five 
died of disease over the course of one year. In World 
War I this number dropped to sixteen, and then 
during World War II and the Korean action, in 
spite of the beginning of our global responsibilities, 
the figure of those dying from disease fell to an all- 
time low of approximately one per two thousand in 
uniform over a period of one year. 

Another factor necessitating an ever-changing ap- 
praisal of military medicine is the constant need for 
research in an effort to cope with the increasing ef- 
fectiveness of instruments of war. This factor pre- 
sents two facets for consideration: one, the problem 
of medical care to those receiving injuries from 
enemy action, and the other, that of sustaining 
man in relation to combat equipment. The latter 
question is one of increasing importance as science 
develops an armamentarium which in many in- 
stances cannot be utilized to the fullest degree be- 
cause of man’s physical inability to master such 
gadgetry. To appreciate the medical difficulties in- 
herent in these problems, one need but mention 
such exploits as those of stratospheric flight or the 
atomic submarine, where the major limiting factors 
are those of man’s tolerance. 

Except for atomic radiation the recently devel- 
oped tools of combat have not added a new category 
of injuries to the devastation of war. The wounds in 
general will be of the same type, though with varia- 
tions in frequency of occurrence. In the event of 
an atomic war, it is to be expected that thermal 
burns will present a formidable therapeutic prob- 
lem. Research in the optimal care of large numbers 
of seriously burned casualties is of the highest pri- 
ority. Radiation injury will not be as significant a 
factor among survivors as is generally imagined, due 
in large part to the fact that the great majority of 
those near enough to ground zero to absorb dan- 
gerous radiation dosages will be destroyed by the 
heat and blast effects of the atomic explosion. Thus 
the quality of wounds sustained even in the event 
of atomic warfare will in general be those observed 
following air bombardments with conventional ex- 
plosives. 

Evaluation in retrospect of the results of the med- 
ical care given during the Korean action reveals a 
story of which American Medicine may well be 
proud. Never in the history of the world has a 
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wounded man faced such high odds in favor of sur- 
vival. During World War I, of every one hundred 
men wounded in action (that is those who survived 
initial injury long enough to receive any type of 
medical care), approximately eight eventually died 
of their wounds. This figure was cut almost in half 
for those wounded in World War II, and in Korea 
only 2.3 per cent of those wounded died. These 
dramatic results certainly are not accidental but are 
due to a variety of factors, such as the high caliber 
of professional competence, the improvement in 
methods of patient evacuation, the availability of 
whole blood, the broad spectrum of antibiotics and 
other pharmaceuticals, progress in the field of vas- 
cular surgery, the use of the armored vest, and 
many other similar therapeutic adjuncts. 

With the standardization of the armored vest for 
the combat soldier and marine, a marked increase 
in the number and seriousness of wounds of the 
limbs has resulted. This is to be expected, for the 
vest protects the more vital body trunk permitting 
survival with seriously mangled extremities even 
after exposure to heavy fragmentation explosions. 
Under these changing circumstances, the rehabili- 
tation of the injured limb, with the application of 
reparative surgery to torn blood vessels, assumes 
ever-increasing significance. During the Korean 
conflict more than three hundred injured major ar- 
teries of the extremities underwent surgical repair, 
with failure resulting in amputation in only approx- 
imately ten per cent of these cases. This compares 
well with an amputation incidence of approximately 
50 per cent following surgical repair of major ar- 
teries in World War II. 

A major surgical accomplishment during World 
War II was that of the improvement in the care of 
chest wounds. Units of thoracic surgeons func- 
tioned in forward combat areas saving many lives 
as well as constantly improving techniques in sur- 
gery of the chest. Similarly, during the Korean con- 
flict, the field of vascular surgery has made great 
strides, and now units of vascular surgeons have 
become a part of the forward surgical teams. 

Discussion of this subject would not be complete 
without reference to the major contributions made 
in the field of military medicine by civilian physi- 
cians and allied scientists. Here has been demon- 
strated the close collaboration between Armed 
Forces and civilian medicine, a joint effort so 
smoothly woven that the identity of individual civil- 
ian and military threads are lost in the warp and 
woof of the composite product. 

—Metvin A. Casserc, M.D. 
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Physicians fare much better who run 
about and visit their patients, for they 
are not subject to such a train of diseases. 


A stupy of the health status of a particular occu- 
pational group would not be complete without 
reference to Ramazinni, the “Father of Industrial 
Medicine.” In his section entitled, ‘‘Of the diseases 
of learned men,” Ramazinni, three centuries ago, 
wrote: 

*... I have observed that all of the famous 
lawyers and public ministers . . . were afflicted with 
a thousand sorts of diseases and cursed the pro- 
fession they were engaged in. 

**The physicians fare much better, I mean those of 
them who run about and visit their patients and 
mind the practice of physic, for they are not sub- 
ject to such a train of diseases; and if they happen 
to be ill, they owe their illness not to a standing or 


sedentary life, but to their constant walking and. 


running about. 

**I have often wondered how it came to pass that, 
when epidemical diseases . . . were raging all about, 
the practitioners of physics escapx iree by a certain 
privilege as if it were tacked to their profession: 
and upon mature consideration, I am of the opinion 
this good luck is owing to their caution, to their 
great exercise, and to the cheerfulness of their 
mind, when they return with full pockets from 


Che Doctor’s Health 


BY HERBERT K. ABRAMS, M. D. 
Chicago, Illinois 


visiting their patients. In earnest. I never observed 
the physicians to be so much out of order, as when 
nobody else is sick: and this I have seen verified 
in a particular manner in these last five years which 
have been very healthy, without the appearance of 
any epidemical distemper. 

**However, physicians do not always escape with 
impunity...” 

Ramazinni considered surgeons separately in his 
essay, “Of the diseases of surgeons and others 
Imployed in Frictions and in Inunctions for venereal 
cases.” There he wrote: 

**Nowadays those who rub the mercurial ointment 
on pocky persons are the meaner sort of surgeons 
who undertake the office to make a little money by 
it; for the better sort of surgeons decline such a 
sordid piece of service which is likewise accom- 
panied with danger. It is true . . . they make use of 
a glove, but all that precaution is not sufficient to 
keep the mercurial atoms from penetrating the 
leather; neither can all their caution guard against 
the exhalations . . . and it is well known that these 
exhalations entering the body by the mouth and 
nostrils prove very injurious to the brain and 
nerve...” 

Ramazinni’s observations reflect the socioeco- 
nomic status of doctors of the seventeenth century 
in the society in which he lived. At the same time, he 
called attention to one of the specific occupational 
health hazards of the medical profession of that time. 
His approach illustrates the factors important in 
assessing the health problems of any occupational 
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Physicians’ health experience reflects the benefit of a favored socioenvironmental status. Also they have 

the advantages of greater awareness of health factors and easy access to excellent medical care. Still, 

within their socioeconomic group, physicians have a relatively poor health record. Specialists in general 

have a better health status than nonspecialists. Health problems that need special attention are coronary heart 
disease, peptic ulcer, mental illnesses, and diseases that are directly associated with occupation (leukemia and 
other diseases resulting from ionizing radiation, drug addiction, and certain infections). 


group; namely, the socioeconomic-occupational 
milieu of the group. 

What is the situation of the medical profession 
today? There were 201,277 physicians in the 
United States in 1950. They are 98 per cent white 
and 96 per cent male. Table 1 shows the breakdown 
by type of practice. 


Socioenvironmental Aspects 


Physicians generally occupy an upper income 
level. In 1951, according to a survey by Medical 
Economics, the net incomes of physicians reached 
an average of $15,262. During this same year aver- 
age wage and salary employees’ incomes reached 
$3,252. General practitioners had an average net 
income of $14,098, while full specialists netted 
$17,112. Salaried physicians received only $10,314. 
According to the 1949 survey of the United States 
Department of Commerce, physicians have larger 
incomes than lawyers and dentists. In 1949, the 
mean net income of physicians was $11,744, while 
that of nonsalaried lawyers was $8,083 and that of 
dentists was $7,146. 

This relatively high income apparently results 
from long hours of labor. “More than half the 
physicians in private practice worked sixty hours 
or more a week according to a study of information 
reported by more than 30,000 physicians in 1949,” 
assert Rusk et al. This is a work week 50 per cent 
longer than the accepted norm of forty hours. 

In general, mortality and morbidity from most 
causes increase as income level and socioenviron- 
mental status descend. This has been well docu- 
mented by studies throughout the world, notably 
the National Health Survey of 1935-36, the British 


Practice limited to specialty ........-. 55,049 
Special attention to specialty. . . . .. 23,139 
Not in private practice! . 6,677 
Retired or notin practice 9,700 

201,277 


‘Employed by industry, publishers, etc., or full-time teaching. 

2Interns, residents, and full-time doctors in hospitals and sanatoria. 

3Excluding doctors on actual duty with Army, Navy, Air Force, 
United States Public Health Service. These are included in other 
categories. 


Registrar General’s Reports, and others. This pat- 
tern is also shown when illness is analyzed by racial 
group. 

The statistics of the Registrar General for Eng- 
land and Wales show mortality by socioeconomic 
group ranging from I, the highest income group, 
consisting of executives and professionals, to V, the 
unskilled workers and lowest income group. These 
studies consistently demonstrate over-all mortality 


“Medical neurosis is difficult to deal with the- 
oretically because it is socially determined.” 


GP January, 1954 37 


A 


: 


Table 2. Comparative mortality for employed males and for mar- 
ried women by husband's occupation, 20-64 years of age; 
England and Wales, 1930-32 (abbr. from original table).' 


Married women by 


Occupation Male husband's occupation 


Bank and insurance officials 64 70 
Clergyman (Anglican) 83 
Teachers (not music) 

Farmers 

Professional engineers 

Judges, barristers, solicitors 

Physicians, surgeons, etc. 107 

Water transport—dock laborers 137 

Tin and copper miners below ground 342 


‘Mortality of total population has been taken as equal to 100. 


to increase as the socioeconomic status decreases. 
While this pattern is true of most diseases and acci- 
dental deaths, there are a few striking exceptions, 
such as duodenal ulcer and “angina pectoris.” 

When mortality is compared by specific occupa- 
tions, some interesting figures emerge (Table 2). 
From the data of the Registrar General for 1930-32, 
the mortality of all persons is assumed to be 100. 
On this basis, bank and insurance officials have a 
mortality of 64; 68 for Anglican clergymen; 84 for 
professional engineers, 90 for judges, barristers, 
solicitors; 107 for physicians and surgeons; and 
various other occupations ranging up to the highest 
rate of 342 for tin and copper miners. 

While physicians and surgeons show a higher 
death rate than other categories of professional 
workers, it is noteworthy that their wives have a 
death rate very close to that of the wives of other 
professionals; namely, 82 for physicians and sur- 
geons, 83 for clergymen, and 70 for bank and in- 
surance officials. These data suggest occupational 
factors may have a definite bearing on mortality, 
exclusive of over-all socioeconomic situation. 

In 1930, Whitney tabulated standardized death 
tates and comparative mortality ratios for eight 
occupational groups in the United States ranging 
from professional men to unskilled workers. While 
the category of professional men had next to the 
lowest mortality rates, physicians and surgeons had 
a higher death rate (7.9 per 1,000 gainfully occupied 
males) than did lawyers, judges, and justices (7.0 
per 1,000) and technical engineers (5.5 per 1,000). 
This again would infer the possibility of occupa- 
tional factors playing a role independent of the 
over-all socioeconomic level. 

In 1932 Hoffman wrote, “Medical men in spite 
of their better knowledge and the immense benefits 


to mankind in the cure of sickness . . . are them- 
selves not benefited to the extraordinary degree as 


would naturally be expected.” 


Mortality Experience 


Fifteen years later, Dublin and Spiegelman re- 
ported on the mortality experience of American 
physicians between 1938-42. They found that phy- 
sicians have essentially the same longevity and mor- 
tality as do white males of the same ages in the 
general population. They found the average life 
expectancy for the young man entering the medical 
profession at the age of 25 is 43.5 years, and for the 
young woman of 25 is over 47 years. 

In the age period, 25 to 34, the death rate for 
male physicians was only three-fifths of the death 
rate for all white males of the same ages. However, 
in the age group 55-64 physicians have the higher 
rate by 11 per cent, and at 65-74 by 5 per cent. 
Death rates for the two groups are almost identical 
at ages 75 and over. These authors comment: 

“If we may be permitted to speculate a bit, the 
relative low mortality of young physicians may re- 
flect two circumstances. In the first place most of 
them are drawn from the better situated social 
economic classes which generally expetience lower 
death rates. Secondly, only those young men in 
a good state of health can undertake and survive 
the strenuous requirements of mod’ rn medical edu- 
cation. As their years of practice roll on, the effect 
of their professional activities shows itself in in- 
creasing degree in death rates approaching those 
of the general population. Toward the close of their 
professional life, the accumulated strains from pre- 
vious years, as well as current demands, appear to 
raise their mortality to a level above that of the 
general population. . . .” 

Table 3 shows the leading causes of death among 
male physicians compared to the experience of 
white males generally. 

Outstanding are diseases of the heart and coro- 
nary arteries with 40.7 per cent of the total deaths. 
Next in rank are intracranial lesions of vascular 
origin, accounting for 10.8 per cent of deaths; 
cancer with almost 10 per cent; nephritis, 6 per 
cent; pneumonia and influenza, 5.5 per cent; acci- 
dents with almost 5 per cent; arteriosclerosis, dia- 
betes, and suicide each with about 2 per cent. 
Tuberculosis accounts for about 1.5 per cent of all 
deaths and cirrhosis of the liver for a somewhat 
smaller proportion. 

The authors generalize that male physicians have 
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Table 3. Annual death rates from the principal causes for male compared with white 
males in the general population—ages 25 and over, United States, 1938-1942 (from Dublin). 


Death rates per 100,000 


Male 


Principal causes 


Leukemia and aleukemiacs . . . 11.4 6.5 1.75 
Biliary calculi and other diseases of the gallbladder. . . .....-. 12.2 8.4 1.45 
Intracranial lesions of vascular origin. . eee 222.8 185.9 1.20 
Diseases of the heart and coronary arteries . . . 845.3 713.7 1.18 


Syphilis . . 


higher death rates from the degenerative conditions 
than do white males in the population, but physi- 
cians have much lower death rates from most in- 
fectious diseases and surgical conditions. They 
found the greatest excess in mortality of physicians 
to be from leukemia, the death rate from this being 
175 per cent of that for white males in the popula- 
tion generally. They attribute this to better diag- 
nosis among physicians, and to exposure to x-rays. 
However, leukemia accounts for only 0.6 per cent 
of total mortality. 

Next in rank of excess mortality are biliary calculi 
and other diseases of the gallbladder with a ratio of 
145 per cent. There is no apparent explanation for 
this large excess, but they suggest again the reason 
may be better diagnosis. After these two conditions 
which cause relatively few deaths, the three degen- 
erative conditions with the highest ratio of death to 
that among white males generally are intracranial 
lesions of vascular origin with a ratio of 120 per 
cent; arteriosclerosis, 116 per cent; and diseases of 
the heart and coronary arteries, 118 per cent. If 
coronary artery deaths are considered alone, the 
ratio of the mortality of physicians to that of white 
males generally is 181 per cent, the highest ratio 
for any single disease. 
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There are four other causes of death on the list 
with rates for physicians above those for white males 
generally: cirrhosis of the liver, pneumonia and 
influenza, diabetes, and suicide. For two of these, 
cirrhosis of the liver and diabetes, Dublin and 
Spiegelman suggest that the excess may be largely 
due to better reporting. Dublin cites Joslin who 
demonstrated that diabetic physicians experienced 
lower death rates from all causes than do persons 
with diabetes generally. These lower death rates 
may result from their advantages for early diagnosis 
and better treatment. 

Aside from the three conditions, nephritis, tuber- 
culosis, and syphilis, the other diseases for which 
physicians experience a more favorable mortality 
rate than do white males generally, are those which 
are amenable to surgical intervention. These include 
cancer, appendicitis, hernia and intestinal obstruc- 
tion, ulcer of the stomach or duodenum, and dis- 
eases of the prostate. This would suggest the phy- 
sician’s greater appreciation of the significance of 
symptoms and his better opportunity for early diag- 
nosis and prompt treatment. 

The incidence of fatal accidents among physi- 
cians is markedly lower than that among white 
males in the general population. Physicians’ death 


Ratio of 

United death rates: ; 
States physicians 
physi- white to white 
cians moles moles : 

2,052.6 2,022.1 1.02 
25.8 23.3 1.11 
Pneumo 112.5 103.0 1.09 fe. 
Diabete: 44.5 41.2 1.08 
Suicide 39.0 37.6 1.04 a 
Automo 44.2 49.5 0.89 pass 
Cancer 198.4 244.5 0.81 A 
Append 10.3 13.4 0.77 i 
Hernia 12.1 16.1 0.75 " 
Nephriti 119.3 162.9 0.73 vu 
Ulcer of the stomach or duodenum ES 12.8 20.8 0.62 ae 
29.1 0.54 
15.8 29.1 0.54 
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rate from automobile accidents was 89 per cent that 
of the general population, while the ratio for all 
other forms of accidents was as low as 00 per cent. 


Mortality by Specialty 


Dublin and Spiegelman, with the same data re- 
ferred to above, analyzed death rates according to 
medical specialty. They found the death rate of 
specialists as a group to be only 71 per cent that 
of nonspecialists. Although the mortality rate among 
the various specialists varied, each of them made 
a better record than the nonspecialists. The most 
favorable rate was found among pathologists whose 
mortality rate was less than three-fifths that of non- 
specialists. The poorest record among the special- 
ists was found in dermatology and _ tuberculosis 
work. Their rate of mortality, however, was only 
90 per cent that of nonspecialists. 

The authors suggest that the lower mortality of 
specialists may arise from “‘self-selection on the part 
of the healthy physicians to continue their studies, 
from higher income levels, from more favorable 
conditions of work and from opportunities for better 
medical care.” 

Further data on differentials of health status 
among specialists will be reviewed in consideration 
of specific causes of morbidity and mortality. 

Several categories of disease stand out as worthy 
of special consideration in assessing the health 
problems of the medical profession. These are car- 
diovascular diseases, notably coronary artery dis- 
ease; peptic ulcer; neoplasms, notably leukemia; 
mental illness; and the specific occupational health 
hazards such as the infectious diseases, radioactiv- 
ity. and skin hazards. 


Heart Disease 


The cardiovascular-renal group of diseases ac- 
counts for the majority of deaths among physicians 
and in the population generally. Dublin’s figures 
showing excessive heart disease mortality (espe- 
cially coronary disease) have already been pre- 
sented. 

The National Health Survey found that the dis- 
ability rate for cardiovascular-renal diseases in- 
creased as income decreased. 

Unfortunately the data in this survey were not 
broken down into individual disease entities com- 
prising the cardiovascular-renal group. However, a 
useful clue to socioeconomic distribution is the 
analysis of morbidity and mortality by race. In a 


dissection of the National Health Survey data along 
these lines, it was found that Negro mortality for 
six of the eight forms of heart disease was higher 
than the white rate. However, deaths from diseases 
of the coronary arteries showed higher rates for 
white males above age 35 and among white females 
above age 65. The other exception was congenital 
heart disease with a higher white than Negro rate 
for both sexes. 

Gordon et al. studied the results of 3,400 con- 
secutive autopsies at the Massachusetts General 
Hospital between 1925 and 1937. They found that 
coronary atherosclerosis was more common in the 
600 private patients than in the 2,800 general ward 
patients autopsied. In the age group 41 to 60, the 
incidence of coronary atherosclerosis was twice as 
high in the private group as in the ward group. 
However, in the young adults between 21 and 40 
years of age, there were seven instances of coronary 
occlusions in the ward group in contrast to none 
in the private group. The authors offer no explana- 
tion for this. They also qualify the study by pointing 
out that patients in the general wards of the Massa- 
chusetts General Hospital were not representative 
of those in large city hospitals. 

Smith reported on the incidence of coronary 
sclerosis among some 1,800 consecutive patients at 
the Mayo Clinic. Table 4 indicates the relatively 
high rate of coronary sclerosis among physicians as 
compared to the other occupational groups in this 
study. Smith concludes, “'. . . The incidence is low- 
est among those who do manual labor and highest 
among those who do mental work and it would seem 
it is highest of all among physicians.” 

Morris et al. reported a study of coronary heart 
disease among more than 6,000 male medical prac- 
titioner members of a large insurance society in 
England. These practitioners represented about 25 
per cent of the male doctors of the country in the 
age group 35 to 64. The investigators found that 
the average annual incidence of first clinical attacks 
of coronary heart disease in these medical practi- 


Teble 4. C 


g Mayo Clinic patients (Smith). 


Coronary sclerosis 


Clinical records studied Cases 


308 
306 
306 
304 
300 
307 


GP e Volume IX, Number 1 


| 
| 
| 
| 
' 
Per cent 
Farmers 8 2.5 
Laborers 8 2.6 
Clergymen 14 4.6 
Lawyers 14 4.6 
Bankers 16 5.3 
a Physicians 33 10.7 
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“Physicians are more prone to acute cor- 
onary occlusion than other persons.” 


tioners during 1947 to 1950, increased with age to 
reach 16.6 per 1,000 physicians at 60 to 64 years. 
The coronary death rate in this same period rose 
to 7.4 per 1,000 at 60 to 64 years of age. It ac- 
counted for about one-third of all mortality in these 
physicians in each five-year age group. 

Based on this experience, the authors state that 
the probability that the individual practitioner mem- 
ber under 45 years of age who has not yet been 
attacked by it, will be attacked by clinical coronary 
heart disease before he reaches 65 is about 1 in 5. 
The chances that he will die of it are about 1 in 14. 

The experience of these medical practitioners 
was compared with that of a large miscellaneous 
group of men in the civil services, in other profes- 
sions, and in industry. The incidence of coronary 
heart disease in this nonmedical group was well 
below that of the full-time general practitioners and 
resembled more closely that of the doctors engaging 
in a specialty. A comparison with the provisional 
mortality rates from coronary disease among all 
males of England in 1950 gave similar results. 

Stewart is inclined to support the view that, 
‘Heart disease is in reality an occupational hazard 
of the medical profession.” He cites data prepared 
from the British Registrar General’s tabulation of 
mortality for the years 1930-32. This shows that the 
proportion of deaths from coronary disease is well 
above the average in classes I ahd II and well below 
it in the last three classes. Five occupational groups 
are taken out of these data, and coronary death 
rates compared for males aged 20 to 65. Table 5 
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reveals excessive death rates from this disease 
among physicians and surgeons as compared with 
other occupational groups. 

Stewart cites the Spens Committee Report in 
England which suggested that “the strain of medical 
practice” shortens the life expectancy of doctors, 
and the largest factor in this is heart disease. 

While all of the above supports the commonly 
held suspicion that coronary heart disease is a dis- 
ease of professionals and executives and more par- 
ticularly of the medical profession, a number of 
authorities have taken sharp issue with this con- 
cept. Boas, for example, cites studies by Levy, 
Master, Gibson, Levine and Hindle, and his own to 
refute this concept. He believes, “Coronary heart 
disease is no more common among physicians than 
it is among the laity.” He states, 

The fallacy in most statistical analyses of the 
disease is that each series studied represents a 
selected group so that the results are not applicable 
to the general population. To gain a true measure 
of the relative frequency of the disease one must 
relate the number of cases of a disease observed in a 
particular group to the total number of persons in 
that group in the whole population with due allow- 
ance for age and distribution. Of all of the authors 
mentioned, only Master has attempted this and he 
finds no preferential occupational distribution of 
coronary artery disease.” 

Levine and Hindle analyzed the age at death from 
coronary disease among physicians in 1940. They 
found the average age at death among physicians 
from all causes was 66.3 and from coronary disease 
was essentially the same. They concluded that, “. . . 
the life of a physician is not conducive to coronary 
artery disease and that the incidence of this disease 
among physicians is no greater than that of the gen- 
eral population for both groups die at the same av- 
erage age. Furthermore, although coronary artery 
disease is the most frequent cause of death among 
physicians, it has no greater effect on longevity than 
does death from all other causes . . .” 

Master on the basis of analysis of United States 
mortality statistics stated there was “no evidence 


Table 5. Death ratios by occupation for coronary disease.' 


Agricultural workers 32 
Coal miners below ground 40 
Banking and insurance officials 183 
Anglican clergy 218 
Physicians and surgeons 368 


‘Standard is 100, from Stewart. 


T 
1 
: 
= | 
41 


that stress and strain of modern life . . . are factors 
. .. Physicians are not more prone to acute coronary 
occlusion than other persons .. .”” He quotes Falk 
who believes that the apparent increase in coronary 
artery disease among physicians is accounted for by 
more accurate diagnosis. 

Gosse in a study of 8,884 physicians’ health rec- 
ords in England finds no excess of coronary heart 
disease as compared with the general population. 

Dublin and Spiegelman suggest several factors to 
account for the excessive mortality from coronary 
heart disease shown in their data. Coronary disease 
may be expected to be recorded more frequently as 
a cause of death among physicians than among the 
general population because of more accurate diag- 
nosis. In some instances where the death certificate 
is not available, diseases of the coronary arteries 
may be reported incorrectly or without mention of 


the contributing causes. However, “. . . if coronary 


disease was given undue emphasis in reporting, it 
was quite likely done at the expense of the other 
diseases of the cardiovascular renal system. In 
this circumstance, one would expect that the 
death rate (from the latter) would be lower for 
physicians than for white males generally. This, 
however, is not the case . . . The suggestion 
remains, therefore, that . . . causative factors may 
be present (in the mortality for coronary heart 
disease).” 


Incidence of Coronary Disease by Specialty 


Since the practice of medicine comprises a large 
variety of occupations characterized by different 
expenditures of energy, varying techniques and re- 
sponsibilities, and different standards of living, it is 
perhaps more profitable to compare incidence of 
coronary disease as well as other conditions by 
specialty rather than to compare the entire medical 
profession with the general population. Morris et al. 
studied 6,000 medical practitioners in England. 
They divided the group into four occupational cate- 
gories : full-time general practitioners, full-time con- 
sultant-specialists, ‘g.p.-specialists,”” and public of- 
ficials. They found the incidence of first attacks of 
coronary heart disease, during the years 1947 to 
1950, was twice as high among the full-time general 
practitioner members aged 40 to 64 than in the re- 
mainder of the group. They found little difference 
in the rates of the other three groups. 

They attempted to compare their data with in- 
complete data for the period 1940 to 1946. On the 
basis of the information available, it was suggested 


that there was little if any excess among the general 
practitioner members during the war period. No 
explanation is offered for this discrepancy between 
the two periods. 

Dublin and Spiegelman make the interesting ob- 
servation that for almost all physicians, the mor- 
tality ratios for the cardiovascular-renal group of 
diseases are not much different from the correspond- 
ing ratios for all causes of death, the ratio favoring 
specialists over nonspecialists. However (in con- 
trast to Morris’ findings), with regard to diseases of 
the coronary arteries and angina pectoris, the same 
high level of mortality runs through practically all 
classes of specialists and nonspecialists alike. Only 
internists, pediatricians, and pathologists show a 
rate of mortality from these conditions that is sig- 
nificantly lower than the average for all physicians. 


Peptic Ulcer 


The mortality ratio from ulcer of the stomach and 
duodenum was found by Dublin and Spiegelman to 
be 0.61 for all specialists compared to 1.12 for non- 
specialists. There was, however, very little differ- 
ence in ulcer mortality between the various spe- 
cialties. 

Doll and Jones in England reported an investiga- 
tion for peptic ulcer incidence among some 6,000 
persons, including 283 doctors. They found the 
number of peptic ulcers among this group was 15 
against an expected number of 6.9. They offer three 
possible explanations for this apparent excess among 
physicians: (1) that the doctors interviewed were 
not representative of the profession, (2) that the 
criteria of diagnosis among doctors were different 
from those used in the rest of the population, or 
(3) that peptic ulcers are more common among 
doctors. On analysis of their methodology, they 
concluded that the first explanation was not cor- 
rect. They, however, raised questions about the 
diagnostic aspects. They stated, “The excess of 
ulcers among doctors may, therefore, readily be 
attributed to a greater refinement of diagnosis and 
there is no justification for concluding that doctors 
are more likely to get ulcers than the general pop- 
ulation.” 

Doll and Avery review the literature and comment 
on the fact that a number of investigators have re- 
corded their impression that doctors are particu- 
larly susceptible to peptic ulcers, and Rivers in 1934 
reported an incidence of almost 20 per cent among 
“specialists in medicine.” But they make the criti- 
cism that allowance has not always been made for 
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the effect of differing criteria of diagnosis. They call 
attention to the failure of mortality statistics in Eng- 
land or in America (Dublin et al.) to show an un- 
usually high death rate from ulcer among doctors. 
This “is evidence that the observed excess may be 
more apparent than real though it is possible that 
the mortality of doctors is kept down to the average 
level by better treatment.” 

These authors conclude, ‘From the experience 
of the present survey, it seems certain that ulcers 
are diagnosed more readily among doctors and, with 
the supporting evidence of the mortality statistics, 
it is suggested that greater refinement of diagnosis 
is the explanation of the observed excess. If the ex- 
planation is accepted, it must follow that the inci- 
dence in the general public is appreciably higher 
than that estimated.” 

The authors studied various factors possibly re- 
sponsible for an occupational difference. They found 
anxiety in relation to work, rather than home 
worries, to be definitely correlated with the inci- 
dence of ulcer. 


Neoplasms 


The ratio of deaths from all forms of cancer (ex- 
cluding leukemia) among male physicians is only 
81 per cent of deaths from cancer among white 
males in the population generally. The mortality 
ratio for cancer among specialists and nonspecialists 
is essentially of the same magnitude, being 96 per 
cent among specialists and 109 per cent among non- 
specialists. However, breakdown by specific spe- 
cialty reveals that cancer deaths among general 
surgeons is only 81 per cent of the standard, a figure 
appreciably lower than that for any other specialty. 
This is in contrast to the fact that the rate of mor- 
tality among surgeons in general is somewhat higher 
than the average for all specialists, but considerably 
lower than that for nonspecialists. Dublin comments 
that, “Their (surgeons) advantage in this regard 
may be a consequence of their training in early rec- 
ognition ... and of their knowledge of the benefit 
of early treatment.” 

In a study of cancer of the lung in physicians, 
Wynder showed that there is the same significantly 
higher lung cancer mortality among heavy smokers. 
He found that mortality from cancer of the lung rose 
from 10 per 10¢,000 among nonsmoking physicians 
to 133 per 100,000 among physicians smoking 
thirty-five or more cigarettes a day. 

Leukemia occupies a special place in this dis- 
cussion. Leukemia mortality shows a ratio of 1.75 
for physicians jn contrast to white males in the pop- 
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ulation. This is accounted for chiefly by the high 
rate of mortality from cancer and leukemia among 
roentgenologists, radiologists, and dermatologists. 
Several studies previously have shown the rela- 
tively high incidence of leukemia among these 
groups as compared with other physicians. The 
leukemia death rate for radiologists is eight times, 
and for dermatologists four times, the rate for other 
physicians. 


The suicide rate among male physicians is 4 per 
cent higher than among white males generally. Drug 
addiction, according to Pescor, “appears to be a 
definite occupational hazard among physicians.” 
He found the proportion of physician-patients at a 
large hospital for drug addicts to be eight times 
greater than the proportion of physicians in the 
general adult male population. Alcoholism was 
closely associated. A similar trend has been ob- 
served in Canada. 

Such observations must be interpreted with cau- 
tion, however, since it is possible that physicians 
with drug addiction may seek hospital care more 
than others and that physicians come under closer 
scrutiny than do others in relation to the misuse of 
their narcotic licenses. It is possible that the nar- 
cotic addiction hospitals do not receive a true sta- 
tistical sampling of all drug addicts. 

Military experience has added a large fund of 
data on mental illness. Kellogg studied physicians 
and other applicants for commissions in the Army. 
He found physicians to have a higher rate than 
other groups for tuberculosis, peptic ulcer, asthma, 
heart disease, hypertension, and “functional dis- 
eases of the nervous system.” 

Roberts and Moore in England studied 1.208 
British Army officer-patients at a military psychi- 
atric hospital. When the group was distributed by 
civil occupation, the four with the heaviest repre- 
sentation were doctors, engineers, business men, 
and regular Army men who comprised 70 per cent 
of the cases. Doctors with mental illness were 1.5 
to 2 times as numerous as their Army representa- 
tion warranted. Among professional casualties, psy- 
choses were relatively more frequent than in non- 
professional occupations. Among physicians, manic- 
depressive psychosis was relatively more frequent 
than schizophrenia, and psychopathic personality 
was high relative to the other groups. 

Harms writes a trenchant essay on the “‘profes- 
sional neurosis of the physician.” He describes this 
neurosis as a kind of “hardness” or cynicism devel- 


Mental Iliness as 


oped by the doctor as a result of the contradiction 
between the ideals of medicine and the actual prac- 
tice of medicine. “Medical neurosis is . . . difficult 
to deal with theoretically because it is socially de- 
termined and individual psychiatry is insufficient. 
Social psychiatry is needed . . .” 


In prophylaxis of this “medical neurosis,” Harms © 


stresses the need of fundamental change in the sys- 
tem of medical education. Classes from early morn- 
ing to late afternoon and books to late at night do 
not permit the student to develop a “total per- 
sonality.”” He goes on to say, “What benefits the 
student these marble halls and wonderfully con- 
structed laboratories, if his soul becomes infected 
with the terribly tragic germ of mental illness and 
social inefficiency.” 


Infectious Diseases 


Only one group of infectious diseases—pneu- 
monia and influenza—shows a higher mortality rate 
among physicians than in the population generally. 
The excess mortality here is 9 per cent and most of 
it is due to the high death rate from these conditions 
among physicians at 65 and over. 

For the only other two infectious conditions 
among the leading causes of death—tuberculosis 
and syphilis—the death rates for physicians are 
very low as compared with white males generally. 
Dublin and Spiegelman comment in this connec- 
tion, “The more favorable mortality among phy- 
sicians from these conditions reflects largely the 
better situation and the social-economic class to 
which they belong and also the self-selection by the 
healthier lives to study medicine. In addition where 
physicians are exposed to infections, they have the 
advantages of better knowledge of how to protect 
themselves and to control infections that have been 
acquired.” 

Specialists as a group have a much lower rate of 
mortality than nonspecialists from diseases of the 
respiratory tract and infectious conditions such as 
tuberculosis, pneumonia, influenza, and syphilis. 

It is primarily in the laboratory and in field epi- 
demiology that physicians as well as other health 
personnel expose themselves to infectious diseases 
as occupational hazards. In a recent survey there 
were reported 51 cases of extragenital chancres in 
physicians among 32 of 125 dermatologists who 
answered questionnaires. 

Sulkin and Pike compiled cases of 1,342 infec- 
tions acquired as a result of laboratory work in the 
United States. Death resulted in 39 instances, a case 


fatality rate of 3 per cent. The laboratory-acquired 
infections included 775 bacterial, 265 viral, 200 
rickettsial, 39 parasitic, and 363 due to fungi. At 
least 69 different agents were involved, but 72 per 
cent of the bacterial infections and 31 per cent of 
all of the infections were accounted for by brucel- 
losis, tuberculosis, tularemia, typhoid fever, and 
streptococcic infections. Coccidiodides outnum- 
bered all other fungi as a cause of laboratory infec- 
tion. Of the 1,342 infections, 1,015 occurred in 
“trained scientific personnel”; the remainder oc- 
curred in students, animal caretakers, janitors, and 
others. Research work accounted for 308 cases. 
diagnostic work for 455, production of biologics for 
25, and classwork for 29. 

Sources of infection included the handling of 
clinical specimens and infected animals or ecto- 
parasites; aerogenic transmission, and just “work 
with the agent.” Ninety-eight infections were ac- 
quired in the autopsy room. Accidents, excluding 
autopsy accidents, accounted for 215 cases. The 
type of accident responsible for the largest number 
of infections was associated with the use of a hypo- 
dermic needle and syringe. 

Infectious hepatitis is the most common virus 
disease hazard to medical and allied personnel, both 
in clinical and laboratory work. In Sulkin’s tabula- 
tion there were ninety-five cases. Kuh and Ward 
call attention to the hazard from hepatitis in han- 
dling of dried plasma and other blood derivatives. 
The virus may be present in the blood for months 
without causing symptoms, so that blood from ap- 
parently healthy persons may transmit the disease. 

An item in the Journal of the American Medical 
Association predicts that, on the basis of past expe- 
rience, there will be approximately sixty-five lab- 
oratory workers in the United States in the coming 
year ill as the result of infection acquired in the 
laboratory. “One or two of these may die.” The 
article reviews some of the pioneer research result- 
ing in fatalities from yellow fever, rickettsial dis- 
eases, and others. , 

When a new disease agent is discovered, there is 
a good chance that it will infect some of the investi- 
gators that study it in the laboratory. Only recently 
this happened in connection with rickettsial pox 
and Coxsackie virus. More than sixty cases of Q 
fever due to laboratory-propagated strains of the 
agent had occurred in the United States before the 
disease was found to occur naturally among pack- 
inghouse workers. 

While a larger number of workers are exposed to 
pathogenic bacteria than to viruses or rickettsia, 
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there is a greater proportion of fatalities from the 
latter two groups of agents. 

Tuberculosis ranks second among the bacterial 
diseases presumed to be of laboratory origin. The 
potential hazard of this disease is considered so 
great that several medical schools no longer permit 
classes to study material containing living bacilli. 


Hazards of lonizing Radiation 


The excessive incidence of leukemia among 
physicians, particularly among specialists whose 
work brings them into greater contact with sources 
of radiation, focuses attention on this occupational 
hazard. The increasing use of various types of 
equipment and materials which are sources ‘of 
ionizing radiation places this hazard in the fore- 
front of specific occupational hazards of the medical 
profession. 

There are today in the United States over 
125,000 x-ray units used in the field of the healing 
arts. (This includes nonmedical practitioners.) 
Radiologic services are rendered by 3,000 full-time 
radiologists, 5,000 physicians devoting most of 
their time to radiology, 600 residents in radiology, 
3,100 general practitioners and physician-specialists 
owning their own equipment, some 79,000 dentists, 
about 3,800 osteopaths, 7,300 chiropractors, and 
3,000 chiropodists. To these numbers must be 
added 40,000 x-ray technicians and a significant 
portion of the 50,000 dental technicians and assist- 
ants, This listing omits many nurses, clerks, at- 
tendants, secretaries, and others also exposed. Thus 
there are well over 200,000 operating personnel 
exposed to x-rays. These figures do not include the 
increasing number of medical and allied personnel 
who are handling radioactive isotopes. 

A number of individual instances of excessive 
exposure of x-ray personnel in the United States 
is reported in the literature. However, only a few 
data are available regarding average exposures for 
medical personnel. In one recent survey of x-ray 
personnel in seven general hospitals, it was found 
that of the 1,100 film badges worn by roentgenol- 
ogists over a period of one year, seven films, or 0.63 
per cent showed exposures above 0.3 roentgens a 
week, the maximum allowable level recommended 
by the National Bureau of Standards. In another 
study of 2,740 film badges worn by technicians 
during the same period, three films, or 0.1 per cent, 
revealed exposures greater than 0.3 roentgens per 
week, 

Roentgenologists are potentially exposed to 
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greater amounts of radiation than other x-ray per- 
sonnel because of their fluoroscopic examinations 
of patients. In fact fluoroscopy constitutes the main 
contributing factor to this exposure. Sonnenblick 
and co-workers found that, in a large sampling of 
physicians, none knew the dosage administered in 
roentgens per minute by his fluoroscopic unit. 
Martin showed that diagnostic dosages could be 
cut by 50 per cent in almost every case by increasing 
the focal-skin distance or the filter or both. An 
editorial in Radiology comments on the hazards of 
fluoroscopy as follows: 

In the various angiographic procedures which 
are becoming increasingly popular, there are in- 
herent dangers both to the radiographer and the 
clinician unless adequate protective measures are 
adopted. The multiple exposures of high intensity 
must rightly cause apprehension. A similar risk of 
overexposure to radiation is entailed in retrograde 
urethrocystography, in which injection of the con- 
trast medium must be made while the exposure is in 
progress if the prostatic portion of the urethra is to 
be visualized. 

**Two of the greatest hazards, both to the radi- 
ologists and the surgeon are the setting of fractures 
and the removal of foreign bodies from the soft 
tissues under fluoroscopic control. Either procedure 
is difficult or impossible when ray-proof gloves are 
worn. It is of the first importance, therefore, that 
the hands be kept out of the field during the time 
the image is being viewed. The hands of many 
radiologists and surgeons bear mute testimony to 
the breaking of this rule.” 

The use of radioactive isotopes opened up a new 
area of potential occupational exposure to health 
personnel. The Atomic Energy Commission today 
makes over 800 shipments per month of isotopes for 
direct medical purposes. As a result, an increasing 
number of physicians and other personnel have 
contact with radiations. For example, consider the 
exposure of personnel within the area of a patient 
who is being treated with a radioactive isotope. 
Brucer states: 

“The amount of radiation exposure to an at- 
tendant remaining close to the bedside of high 
dosage patients is considerable. At approximately 
one meter from the patient during the entire course 
of intracavitary gold therapy over 10 roentgens of 
400 ky radiation may be calculated.” 

A nurse sitting next to this patient would absorb 
1 roentgen of total body exposure in three days. The 
nurse of a patient treated with 100 mc. of iodine 
would get 1 roentgen exposure in five days. These 


— 
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are “intolerable as a working basis for personnel 
who make even a short term career of handling 
radioactive patients.” During a two and one-half 
hour operation to remove a lung of a patient who 
had been given a 20 me. test dose of gallium, the 
surgeon and the first assistant each received 400 mr. 
to their hands. Brucer points out that this procedure 
is not hazardous if done only occasionally. 

Brucer states that the commonly accepted maxi- 
mum allowable concentration of 0.3 roentgen per 
week is not to be considered a “‘safe” dose, but 
rather a maximum. He concludes that “‘procedures 
and instruments can be so designed so that personnel 
do not approach this maximal level. . .. With trained 
personnel using common sense there is probably 
less radiation hazard than that found in the x-ray 
department.” 


Dermatoses 


No discussion of occupational health hazards is 
complete without reference to the ever-present skin 
affections. Epstein recently reported a survey of this 
problem among physicians. He found contact der- 
matitis to be the most common complaint. Among 
the responsible factors were scrubbing for surgery, 
rubber gloves, the use of local anesthetics, antisep- 
tics, antibiotics, various other chemicals, and various 
psychogenic factors. Also reported were infections, 
such as impetigo and furunculosis, chronic parony- 


chia (among surgeons), and syphilis. Benedek calls 
attention to procaine and allied materials as potent 
sensitizers. Prevention is accomplished by rubber 
gloves. 


It is evident from this dicussion that the health 
of physicians generally, like that of the people as a 
whole, is conditioned by their socioenvironmental 
milieu. The over-all mortality of physicians is es- 
sentially the same as that of white males in the 
United States population. When, however, the entire 
population is divided into its social strata, physicians 
benefit from being in the more favorable social 
brackets. On the other hand, when the entire pro- 
fessional and executive group is considered to- 
gether, it is seen that physicians generally seem to 
have not so good a health record as do certain other 
elements such as clergymen, bankers, and the like. 

When physicians are studied by specialty, certain 
striking differences become apparent, in part, at 
least, dependent on the special occupational hazards 
of the specialty. An example is the leukemia death 
rate among doctors whose work brings them into 


contact with sources of ionizing radiation. On the 
other hand, the mortality records of other specialties 
do not have so easy an explanation. For example, 
one wonders why internists and pediatricians have 
a particularly low mortality ratio, for all causes of 
death being only 69 per cent, and for coronary 
artery disease, 81 per cent. This contrasts with the 
higher mortality from coronary disease among sur- 
geons, obstetricians, and gynecologists and, accord- 
ing to Dublin, “suggests the possibility that con- 
ditions of practice may influence the low incidence.” 

It is interesting in this connection that according 
to the Rusk study both pediatricians and obste- 
tricians work longer hours even than the average 
general practitioner. Yet in Dublin’s statistics the 
pediatrician has a more favorable mortality ratio 
and the obstetrician a less favorable ratio than 
the standard. 

Most striking of ali is the consistently inferior 
health picture of general practitioners as a group 
when compared with specialists. It is a reasonable 
hypothesis that the generally poorer conditions of 
work combined with lower incomes are a factor in 
producing this differential. 

Coronary heart disease illustrates well the prob- 
lems in evaluating the health status of doctors. The 
data available for the most part seem to substantiate 
the commonly held concept that coronary disease is 
the doctor’s occupational disease. This is a plausible 
assumption when one considers the burdens on the 
doctor in a society in which few people are free of 
insecurity and anxiety. Dublin states, ‘For two of 
the important causes of death, cancer and diseases 
of the coronary arteries and angina pectoris, the 
mortality of specialists, as a unit, is not much better 
than that of the non-specialists. . . . Apparently, 
whatever benefits specialization may bring, they are 
not enough to overcome the tensions of medical 
practice in general... .” 

There are, however, sufficient deficiencies in the 
data on coronary disease to warrant accepting this 
theory with caution. The factors of statistical errors, 
better diagnosis, and better reporting for doctors 
have not been adequately evaluated. And conversely, 
the lack of adequate diagnosis among large sections 
of the low income groups in our population may 
have led us into the error of underestimating the 
problem of coronary heart disease in this group. 

The crux of the doctor’s problem is perhaps 
exemplified in his experience with mental illness. 
Mental health reflects the factors in work and living 
that play important roles in the “stress diseases” 
as well as in specific mental illnesses. 
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Reich, in his paper on “Firefighting and Heart 
Disease”’ states, “. . . There is considerable clinical 
and experimental evidence that stress can also cause 
morphologic changes in the heart and that cardiac 
infarcts, hypertension and angina pectoris might be 
regarded as diseases of adaptation (stress) .. .” 
Except for the smoke and heat, the occupational 
stress situations to which physicians are subjected 
are not incomparable to that of the firefighter. 


Preventive Aspects 


Obviously, therefore, in developing a program 
of prevention of the occupational hazards of the 
medical profession, it is not enough simply to 
enumerate a list of the time-honored industrial 
hygiene precautions. These can and should be used 
effectively for the specific occupational hazards, such 
as ionizing radiation and infections. But they make 
up only a small segment of the problem. A rational 
program of prevention must be based on thorough 
analysis of the conditions of work and life of the 


group under discussion. As Morris et al. state, 
“It is remarkable how little study has been reported 
on the nature, predispositions, and consequences 
of medical practice and on such matters as the 
emotional satisfactions and stresses involved in 
different types of professional life.” 

It has been observed that in England two or three 
times as many physicians reach the age of 80 and 
over as do physicians in the United States. ‘The 
peak of the British curve is about one decade higher 
than the American.” If this is true, why? 

Much has happened to the physician since the 
day when “saddle tumor” was an occupational 
hazard of the doctor on horseback. Critical evaluation 
in the light of new conditions is needed. Investiga- 
tion must be made of the health experience of 
physicians in different environments, in varying 
modes of practice, and in relationship to the 
satisfactions of work. 


An extensive bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP. 


CAUSTIC 


OF THE 


ESOPHAGUS 


In a study which correlated experimental evidence and clinical 
material, Burford and his co-workers have described the pathologic 
process involved in esophageal lye strictures and have made recom- 
mendations for its treatment. Because of the marked inflammatory 
and necrotic phase which exists during the first seven days after the 
burn, early dilatation is dangerous, increases tissue damage, and 
may introduce infection which delays the reparative phase. During 
the first seven days, they recommend absolute rest for the damaged 
esophagus, plus adequate doses of antibiotics. Nutrition can usually 
be maintained during this period without resorting to gastrostomy. 

By the fourth week, barium studies should be carried out and a 
cautious endoscopic appraisal made. If a definite stricture is present, 
dilatation may be indicated, since there are minimal burns that 
respond to two or three careful dilatations. If the lesion cannot be 
dilated, preparation should be made for resection and esophageal 
reconstruction. If a gastrostomy already exists, a tube can be 
threaded into the lower esophagus through a cystoscope, and paten- 
cy can be determined. 

All established strictures are regarded as surgical problems. If the 
stricture is 5 cm. or less in length, resection with end-to-end 
anastomosis of the esophagus may be performed. If it is longer, 
resection with esophageal-gastric anastomosis is indicated. All 
patients are re-examined by esophagoscopy at the end of three or 
four weeks after operation. The authors presented seventeen cases 
in which resections had been performed without death and without 
notable postoperative complications. (Ann. Surg., 138: 453, 1953.) 
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Chronic Nephritis and the Nephrotic Syndrome 


BY FRANCIS D. MURPHY, M.D. AND JAMES E. CASSIDY, M.D. 


Marquette University School of Medicine, Milwaukee 


Chronic glomerulonephritis with tubular damage predominating is marked by heavy albuminuria and extensive 
edema, with litile or no hypertension or azotemia. This nephrotic syndrome carries a somewhat better prognosis 
than when the glomeruli are extensively damaged. Treatment of the syndrome is only palliative, although the 
course may be considerably altered by proper management, including diet, replacement of plasma albumin, 
removal of edema fluid, and ACTH or cortisone. Sometimes edema is due to cardiac disease and responds 
nicely when the therapeutist’s attention is transferred from the kidneys to the heart. 


NOTWITHSTANDING the huge amount of investiga- 
tion and clinical observations, the nature of the 
nephrotic syndrome is not yet clear. The term 
nephrotic syndrome came into use as a result of the 
lack of unanimity of opinion regarding the exact 
nature of pure lipoid nephrosis and chronic nephri- 
tis with edema. Some believe lipoid nephrosis is a 
disease in itself, and others see it as merely a phase 
of chronic nephritis. The term nephrotic syn- 
drome is designed to describe the clinical features 
of the edema syndrome of chronic nephritis, while 
the term nephrosis is used to identify the renal 
disease itself. 

A clear understanding of the nephrotic syndrome 
of chronic nephritis is best obtained from a study of 
the natural history of genuine lipoid nephrosis and 
of chronic nephritis with lipoid degeneration of the 
tubules which is chronic glomerulonephritis with 
the nephrotic syndrome. It is worth while to point 
out that the outlook for a patient-with the nephrotic 
syndrome is to a large extent dependent upon the 
degree of renal crippling due to the underlying 


chronic glomerulonephritis. Some of the misunder- 
standing results from the changeableness of the 
symptoms of chronic nephritis, for at times in the 
variable course of chronic nephritis the combina- 
tion of symptoms suggests a diagnosis of genuine 
lipoid nephrosis, and then later, the edema disap- 
pears and the case assumes characteristics of chronic 
nephritis or even of malignant hypertension. 

For the purpose of clarity, the chief clinical fea- 
tures of chronic glomerulonephritis may be classi- 
fied into the five main syndromes: urinary, hyper- 
tension, edema, azotemia, and uremia. All of these 
syndromes may appear at the same time and one by 
one may gradually disappear, or one or more may 
dominate the clinical picture for a time and then 
pass away only to return later or never to return at 
all. During the long course of the disease, various 
diagnoses such as genuine lipoid nephrosis, chronic 
glomerulonephritis, or even malignant hypertension 
may appear at times warranted. 

Edema, heavy albuminuria, hypercholesterolemia, 
reduced plasma albumin, and doubly refracting 
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lipoids in the urine are the chief features of the 
nephrotic syndrome. Other evidences of chronic 
nephritis, such as hypertension and azotemia may 
be present also. At the present time the term ne- 
phrotic syndrome is used to embrace not only those 
rare cases of lipoid nephrosis but also patients with 
chronic glomerulonephritis with secondary lipoid 
degeneration of the tubules or the so-called mixed 
chronic nephritis and lipoid nephrosis. It also may 
occur in renal amyloidosis, intercapillary glomerulo- 
sclerosis, and thrombosis of the renal vein. 

In an attempt to differentiate between the appar- 
ently degenerative and the evidently inflammatory 
renal lesions, von Mueller proposed the term ne- 
phrosis for the primary degenerative disorders. 
Later, such authorities as Munk, Volhard and Fahr, 
and Epstein popularized the term nephrosis. This 
distinction between nephrosis and nephritis did not 
pass unchallenged, especially by various patholo- 
gists. Allen believes that all cases of so-called pure 
lipoid nephrosis are really forms of chronic glomeru- 
lonephritis. For these cases he has introduced the 
terms “chronic membranous glomerulonephritis” 
and “chronic lobular glomerulonephritis.” He be- 
lieves that lipoid nephrosis is a clinical set of 
symptoms and signs which occur as a part of the 
picture of chronic glomerulonephritis, and that 
lipoid nephrosis is in reality a definite type or 
variety of chronic nephritis with specific alterations 
of the glomeruli. According to him, the pathologic 
changes found in the kidney in no way account ade- 
quately for the symptom complex of the nephrotic 
syndrome. Many leading clinicians, too, refused to 
accept that there was a clear-cut distinction between 
nephrosis and nephritis. 


Lipoid Nephrosis 
Christian and Gainsborough held to the belief 


that nephrosis was a stage of chronic nephritis, a 
conception which is not entirely acceptable. It must 
be emphasized, however, that as a rule what appears 
to be a genuine nephrosis in reality is chronic 
nephritis with the nephrotic syndrome. Neverthe- 
less, there have been many unquestioned cases re- 
ported which strongly suggest that genuine lipoid 
nephrosis does occur, although it is rare. 

One of the chief causes for confusion is that 
patients are not observed over a long enough period 
of time. A short period of observation may lead di- 
rectly to a diagnosis of genuine lipoid nephrosis, 
while a more prolonged period of observation proves 
the case to be one of chronic nephritis with the 


nephrotic syndrome. By the same token, prolonged 
study extending over years may prove the case to 
be one of genuine lipoid nephrosis. The distinction 
is of more than academic interest, as a patient with 
nephrosis usually heals completely, while the one 
with chronic nephritis almost never heals. We re- 
ported a series of cases studied over years, and these 
observations lead us to accept lipoid nephrosis as an 
entity without reservation. More recently a report 
by Barnes and co-workers concerns cases which ap- 
pear to fulfill the criteria for the diagnosis of lipoid 
nephrosis. They emphasize the difficulty in making 
a differential diagnosis between nephritis and ne- 
phrosis but appear to believe that some of their 
patients had genuine lipoid nephrosis. 

Lipoid nephrosis clinically is identified by both 
positive and negative features. The chief positive 
features are heavy albuminuria, anasarca, hyper- 
cholesterolemia, and the presence of doubly re- 
fracting lipoids in the urine. Just as important are 
the negative features: lack of hypertension, freedom 
from azotemia, and genuine uremia. Especially im- 
portant is the freedom from an abnormal number 
of red blood cells in the urinary sediment. Further- 
more, indications of cardiovascular changes, such 
as cardiac hypertrophy and albuminuric retinitis, 
are conspicuously absent. A reduction of the plas- 
ma protein, particularly a lowering of the serum 
albumin to a level of 2 Gm. per cent or less, has come 
to be viewed as an important feature in these cases. 

The course of lipoid nephrosis extends over a 
period of months to years and usually terminates in 
complete recovery. During this long course, the 
edema may come and go, but the albuminuria is 
quite persistent. This coming and going of the 
edema cannot be accounted for, as it happens with- 
out change in the quantity of plasma albumin or 
any other factor about which we understand. Oc- 
casionally a secondary infection such as pneumonia 
develops, and death has not been uncommon from 
pneumococcic peritonitis. However, such complica- 
tions as these are presently quite adequately con- 
trolled by antibiotic treatment. 


Chronic Glomerulonephritis 


The extent of the damage in various anatomic 
elements appears to determine the nature of the 
clinical picture, but the correlation between clinical 
and pathologic is not exact. The three main anatom- 
ic units—glomeruli, arterioles, and tubules—may 
be unevenly disordered in chronic nephritis. 

It is generally accepted that once chronic nephri- 
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tis sets in, it never heals. However, kidneys of some 
patients appear to heal, but the healing is more ap- 
parent than real, as eventually the disease reap- 
pears. These are examples of the so-called “‘latent 
period” which may last for months or even years 
and is a transitional period between acute and 
chronic nephritis or between relapses. 

During this long and variable course of nephritis 
it is evident that at times the glomeruli may be 
maximally involved and the tubules minimally dis- 
eased. With extensive involvement of the glomeruli, 
the clinical picture is one of hypertension, hema- 
turia, and azotemia. But there may be little or even 
no edema. Or perhaps there may be a minimal 
glomerular involvement for a time and the tubules 
may appear maximally involved. The clinical pic- 
ture, then, is one more of heavy albuminuria and 
extensive edema with little or no hypertension and 
azotemia. In other words, this is a picture of chronic 
nephritis with the nephrotic syndrome. It is this 
stage at times which leads to the confusion between 
real lipoid nephrosis with the nephrotic syndrome. 

When the clinical picture is one dominated by 
the glomerular involvement, the prognosis is con- 
sidered poor; but when patients have minimal evi- 
dence of glomerular activity and have extensive 
tubular damage, then the prognosis is considered a 
great deal better. It is the glomerular involvement 
of chronic nephritis, with its attendant high blood 
pressure and azotemia, which determines the ulti- 
mate prognosis. The nephrotic syndrome contribu- 
ted by the nephrosis (tubular degeneration), al- 
though aggravating and disturbing, does not de- 
termine the prognosis. 


Edema (the Nephrotic Syndrome) 


Edema is considered by most physicians to be the 
nephrotic syndrome. While edema is only one ex- 
pression of this clinical syndrome, it is important as 
it causes the patient, the family around the patient, 
and usually the physician a great deal of anxiety. 
Why some patients with chronic glomerulo- 
nephritis develop edema and others do not is an 
unsolved problem at present. Tubular degeneration 
is part of the picture in all cases of diffuse glomeru- 
lonephritis. It is fair to assume that the glomeruli 
are involved in so many cases of nephritis without 
edema that they cannot be considered the chief 
element of the cause of edema. This would seem to 
be true likewise with the tubules whose extensive 
involvement at times is not associated with edema. 
The nephrotic syndrome is considered by many 
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to be a disorder restricted entirely to children, but 
this is not true, as it is seen to appear in adults. 

Although the exact role played by the kidney in 
the formation of edema is not known, it must be 
quite important, as water balance and electrolyte 
composition are largely under renal control. Tradi- 
tionally edema has been associated with kidney 
disease, and it is now well known that the kidneys 
play a part in cardiac edema. 

Patients with benign or malignant nephrosclero- 
sis do not develop the nephrotic syndrome. Seegal 
and Wertheim point out that the nephrotic syn- 
drome fails to develop in patients with arteriolar 
nephrosclerosis or in patients with pyelonephritis. 
Although the edema is associated with tubular de- 
generation with low plasma albumin and hyper- 
cholesterolemia, there still is no adequate explana- 
tion for the pathogenesis of nephrotic edema. No 
chemical, anatomic, or physiologic changes occur 
which are able adequately to explain the onset and 
the disappearance of the nephrotic phase. 

It is well known that the edema may come and go 
without evidence that the disorder of the tubules is 
altered accordingly. Despite a great deal of clinical 
and laboratory investigation, the level of the serum 
albumin is probably the most important factor in 
determining the onset of the edema. 

The influence of sodium chloride and the restric- 
tion of salt on patients with edema of nephritis was 
pointed out b+ Widal and Javal. Despite the clinical 
and laboratory investigation since that time, the 
role of sodium chloride in nephrotic edema is still 
an unsettled problem. Without doubt, however, 
sodium and chloride play a secondary part in the 
pathogenesis of edema. It is almost generally be- 
lieved that the reduction of the plasma albumin 
level is the main factor in the production of the 
edema of the nephrotic syndrome. Work by Fox and 
McCune points out that the administration of so- 
dium bicarbonate or sodium lactate or acetate may 
produce two important results: (1) elevate the con- 
centration of sodium in the extracellular fluid and 
the concentration of bicarbonate in both extra- and 
intracellular fluids, (2) move water out of the cells 
and thereby expand the plasma and extracellular 
volumes. The net result of these actions would be, 
in some instances at least, a diuresis. 


The Course of Chronic Nephritis 


Hypertension is a serious syndrome of chronic 
glomerulonephritis. It is usually true that if the 
patient has an elevated blood pressure, the outlook 


is bad, while if little or no hypertension exists, the 
prognosis is very much better. The presence of 

hypertension even for a short period of time is 

enough to stamp the case as one of chronic nephritis 

and not of lipoid nephrosis. As the case progresses, 

the hypertension has been given credit for the car- 

diac hypertrophy and for heart failure in many 

cases. Furthermore, it is the hypertension which is: 
considered to play the chief role in the elevation of 

the cerebrospinal fluid pressure, which contributes 

to albuminuric retinitis, convulsions, and the so- 

called hypertensive encephalopathy. 

Azotemia may develop slowly and gradually sub- 
side, or it may gradually develop and fail to disap- 
pear. The azotemia itself cannot be looked upon as 
dangerous. However, there is an indication that the 
kidney is unable, at least for the time being, to 
perform its natural function. 

Sometimes the azotemia is aggravated by the 
failure to give the patient enough fluid. This is 
commonly seen in cases in which heart failure and 
edema set in. Formerly it was customary to with- 
hold liquid on the grounds that the patient was 
already overburdened with water. Frequently, se- 
vere grades of azotemia developed, only to subside 
when the course of treatment was changed and 
plenty of liquid was administered. 

Electrolyte Changes. As azotemia develops, a va- 
riety of abnormal patterns of the electrolytes may 
occur. These electrolyte changes have come to be 
looked upon as important factors to be dealt with in 
nephritis and the nephrotic syndrome. Expressed in 
milliequivalents per liter, the electrolyte content of 
the normal plasma may be given as follows: sodium, 
140; chlorides, 100; potassium, 5; bicarbonate, 28; 
calcium, 5; and magnesium, 2. In chronic nephritis 
or in the nephrotic syndrome, these normal values 
may be considerably altered. In the nephrotic syn- 
drome, the plasma albumin is greatly reduced. More 
important still but less familiar is the fact that the 
electrolyte composition of the extracellular fluid is 
greatly altered. For example, both sodium and bi- 
carbonate are reduced, and the chlorides and fre- 
quently potassium are increased. Just what causes 
these abnormalities is not known, but their effects 
are widely recognized and their correction is under- 
stood. 

It is well known that the behavior of the electro- 
lytes in these cases is extremely erratic, and it is only 
by making the chemical examinations, particularly 
with the flame spectrophotometer, that one may be 
sure what sort of pattern is being constructed. The 
correction of the electrolyte disturbance is one of 


the main functions in therapy, for if let go uncor- 
rected, death may follow. It likewise is dangerous to 
administer electrolyte solutions unless one is cer- 
tain what the needs of the body are. 

Undoubtedly electrolyte disturbances occur in 
those patients whose renal tubules are disordered 
to such an extent that they are unable to reabsorb 
the sodium ion. This may lead in some instances to 
the so-called salt-losing nephritis. It may occur even 
when edema is present. The correction of this devi- 
ation from normal is important for the welfare of the 
patient. In the nephrotic syndrome the sodium may 
fall from 140 to 130 or even 120 mEq./L., and the 
chlorides may be retained up to 115 to 125 mEq./L. 

In the nephrotic syndrome the plasma proteins 
are always measured. It is common for the plasma 
albumin to drop from a normal 4.2 Gm. to the criti- 
cal level of 2 Gm. per cent. It is believed that this is 
the main factor in the production of the edema, but 
it also is well known that the edema may spontan- 
eously disappear following a sharp diuresis in which 
the patient may pass several thousand cc. of urine a 
day, and yet the plasma albumin may not change 
accordingly. 

The potassium ion has been studied extensively. 
At times potassium may rise to 8 or more mEq./L. 
and serious disturbances of cardiac function may 
result. Calcium, too, in some phases of nephrosis 
may fall from a normal of 5 mEq./L. to as low as 
2 mEq./L. In these cases, twitching, delirium, and 
even convulsions may occur, which are gratifyingly 
controlled by the administration of 2 to 6 Gm. of 
calcium intravenously. 


Treatment 


Since the cause of the nephrotic syndrome is not 
known, treatment must be palliative. However, the 
course of the disorder may be considerably altered 
by proper management. It is difficult to evaluate 
various forms of therapy which have been advocated 
for nephrosis because, as pointed out above, the 
natural history of the disease teaches us that the 
course may change spontaneously without the inter- 
vention of any special therapy. This is particularly 
true of the edema. All who have observed these 
patients know that at times a general anasarca may 
spontaneously respond with an excessive diuresis 
without benefit of any special treatment. Nowhere is 
the post hoc ergo propter hoc error in therapeutics so 
impressive as in these cases. 

Rest. Enforced rest is considered by many clini- 
cians to be of therapeutic benefit in the treatment of 
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the patient with the nephrotic syndrome. However, 
it has been our own experience that the patient is 
more comfortable, better psychologically adjusted, 
and progresses as satisfactorily if he is allowed the 
privileges of sitting in a chair at the bedside rather 
than being strictly in bed. Enforced bed rest causes 
more fluid to accumulate in the abdomen and hamp- 
ers respiration. There is another disadvantage of 
rigid restriction to the bed which is that the pa- 
tient’s muscles become atonic and weakened by 
disuse. This complication is avoided to a great ex- 
tent by even small activity which goes with the com- 
fortable chair type of treatment. 

Control of Infections. Perhaps antibiotics may be 
considered an important contribution to the modern 
treatment of these renal diseases. They control 
quite satisfactorily not only a hidden focus of in- 
fection which may keep the nephritis and nephrosis 
active, but they control complications, such as 
pneumococcic infections, and save the patient from 
death from pneumonia or peritonitis. This protec- 
tion against secondary infections constitutes one of 
the most important phases in the treatment of the 
nephrotic syndrome. 

Diet. The diet has always been considered of great 
importance. Epstein popularized the high protein 
diet in an attempt to elevate the lowered plasma 
albumin. He attempted to apply the Starling law of 
osmotic and hydrostatic unbalance to the patient 
with the nephrotic syndrome. Such high protein 
diets have fallen into disfavor. However, an ade- 
quate amount of protein, such as 0.5 to 1 Gm. per 
kg. of body weight per day is considered optimal. 
Furthermore, it has been quite definitely accepted 
that the high protein diet fails in most instances to 
elevate the plasma protein adequately. Likewise, be- 
cause of hypercholesterolemia, the fats, particularly 
cholesterol, are restricted in the diet. Chlorides 
should be kept low, and adequate vitamins and 
caloric requirements must be met. 

The low salt diet has become very popular, and 
at the present time 0.5 to 1 Gm. of salt a day (250 to 
500 mg. of sodium) is given in the diet for patients 
with edema. Such a very low sodium diet is admin- 
istered with the idea of controlling edema. In some 
cases it may do so; in others it does not. But the 
extremely low sodium diets, if carried on over a 
long period of time, may lead to a low salt syn- 
drome. The sodium may become greatly depleted, 
and the chlorides may accumulate in the tissues. 
This low sodium syndrome may lead to anorexia 
and cachexia. Furthermore, continual use of the low 
salt diet may lead to lack of appetite, malnutrition, 
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and augmentation of the signs and symptoms of 
nephrosis already present. 

Dangers of Low Salt Intake. The low salt syn- 
drome may be entirely overlooked with the result 
that the patient may pass into a period of delirium, 
lassitude, stupor, and finally into coma and die. In 
the early stages the patient may be apathetic or 
euphoric, and in a few days weakness and delirium 
develop. Sometimes syncope may occur, and the 
patient may appear to be in a state of impending 
shock. Among the most important and significant 
features is the presence of severe cramp-like pains 
in the legs. This and mental confusion are enough 
to make the diagnosis. The treatment, of course, is 
the administration of several hundred cubic centi- 
meters of 3 per cent sodium chloride solution intra- 
venously. 

The dangers of a low sodium diet have been 
recently emphasized by Davies. And in some as yet 
unpublished reports by my colleagues and myself, 
we have observed some patients who have developed 
acidosis and genuine uremia following a prolonged 
restriction of the sodium in the diet. This especially 
may occur in patients with cardiac edema in whom 
mercurial preparations have been injected. The 
recognition of these states is important, because if 
recognized, the administration of an alkaline solu- 
tion, such as sodium bicarbonate (2 per cent solu- 
tion) or sodium lactate (one-sixth molar solution), 
may cause a diuresis, and the impending acidosis 
yields to this treatment in a gratifying way. 

Transfusions, plasma, or serum albumin may be 
given two or three days in succession in order to 
raise the plasma albumin and thereby the osmotic 
pressure of the blood. While such measures are not 


always followed by good results, these are methods 


of treatment which do result in benefit in over one- 
half of our own cases. The use of concentrated plas- 
ma protein infusions is sometimes followed by satis- 
factory diuresis. However, beneficial results are 
sometimes transient. The particular objection to 
this substance is its expense. and unless benefits can 
be derived from it, its use is questionable. 

Paracentesis. There should be no hesitancy in re- 
moving the ascitic fluid or pleural effusions if these 
become great enough to cause the patient incon- 
venience or if they hamper respirations or diges- 
tion. The idea that the removal of the fluids men- 
tioned results in further depletion of the plasma 
albumin is not considered to be a fact at the present 
time. 

Cation Exchange Resins. Recently attempts have 
been made to rid the body of edema fluid by the 
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administration of ion exchange resins which carry 
off cations through the bowel. There are anion as 
well as cation exchangers, but it is the cation ex- 
change resins that will pick up sodium and potas- 
sium and other charged cations and remove them. 
By doing this, the ammonium ion and other ions 
which have been separated from the resins are 
absorbed into the blood, while the cations bound 
with the resins are carried off in the bowel. The 
average dose of the cation exchange resin is about 
10 Gm. three times a day. 

This treatment may be followed by liberation of 
the ammonium ion for every sodium or potassium 
ion which it picks up. Thereby the patient becomes 
steadily acidified. As a rule, the drop in edema be- 
gins around the fourth or fifth day of treatment. 
During the treatment the serum chloride value and 
the carbon dioxide combining power must be watch- 
ed closely, because if acidosis becomes prominent, 
the resins must be stopped. Furthermore, there is 
some danger of these preparations in a nephrotic 
patient if the kidney is so badly damaged that it is 
unable to elaborate ammonia to protect the body 
from acidosis. Sometimes, too, the calcium and the 
potassium are eliminated in amounts which lead to 
unfavorable effects. 

It is readily seen that while the cation exchangers 
may bring about some gratifying clinical results, 
there are also undesirable side effects. The two chief 
unfavorable complications are the development of 
acidosis and the depletion of serum potassium and 
calcium. These are associated with the basic prop- 
erties of the resin which eliminates an acid-produc- 
ing resin for each basic ion which is bound. There 
have been attempts to mix the cation resin with 
potassium in order to overcome the loss of potas- 
sium. However, as Peters, Danowski, and associates 
feel, it is unwise to use the mixture because the same 
result can be achieved by giving supplementary 
potassium salts. They point out, too, that in the 
presence of renal insufficiency it might be dangerous 
to give a potassium-saturated resin when serum po- 
tassium levels tend to be elevated. 

Diuretics have been considered dangerous for 
patients with the nephrotic syndrome, as it is gen- 
erally believed that they do more damage than good. 
However, within recent years many have advocated 


the use of small doses of a mercurial diuretic intra- 
muscularly for two or three doses only. Our own ex- 
perience with the diuretics has not been at all favor- * 
able, and we prefer to try to control the disease 
without having recourse to the mercurials. How- 
ever, ammonium chloride if used cautiously may be 
successful in some cases, as it decreases the renal 
absorption of the sodium. 

ACTH and Cortisone. The treatment of the 
nephrotic syndrome with ACTH and cortisone 
has been reported upon by various investigators. 
Their conclusion seems to be that some patients 
have benefit from treatment with ACTH and corti- 
sone and others do not. As stated by Riley, “The 
use of this hormone at best only controls the edema 
of the nephrotic syndrome. Whether its repeated 
use may alter the over-all prognosis can only be 
determined after a much longer period of observa- 
tion. It should, however, prove useful in the study 
of the mechanism of diuresis.” 

Some effects of cortisone on metabolic disturb- 
ances associated with renal edema have been pre- 
sented by Keith and associates after a thorough 
study of a few patients. They make a valuable as 
well as practical observation regarding the treat- 
ment of nephrotic edema in general. As they point 
out, “In our enthusiasm to evaluate new therapeutic 
agents as ACTH and cortisone, we must not forget 
that benefit may be derived by other agents as those 
that increase general metabolic activity.” 

Treatment of Cardiac Complications. Finally, in the 
management of the patient with the nephrotic syn- 
drome, it is necessary to keep in mind that every 
patient with nephritis has a heart, and that symp- 
toms which the patient complains of may not be 
renal at all but cardiac entirely. The heart may be- 
come disordered because: (1) It may participate in 
the same disorder that produced the nephritis in 
the beginning. (2) Hypertension may add to the 
cardiac difficulties. (3) Hyperpotassemia, if present, 
may alter the cardiac rhythm. (4) Finally, the 
edema which is considered to be nephrotic may be 
cardiac. Frequently when the attention is transfer- 
red from the kidney to the heart, gratifying results 
may occur. 

An extensive bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP. 
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Creatment of Acne Vulgaris 


BY CLAYTON E. WHEELER, M. D. 
University of Virginia Medical School, Charlottesville, Virginia 


Acne vulgaris is so common that almost everyone has some form of the disorder at some time in his life. Most 
cases clear up readily with conventional treatment, if it is diligently applied. The mainstays of therapy are skin 
cleansing, use of a drying and peeling agent, and use of a comedone extractor. Special local treotments should be 
carried out only by those who are familiar with them, and should be reserved for those patients 


whose acne cannot be controlled by simpler methods. 


A DEFINITION and brief description of the incidence, 
clinical manifestations, course, and etiology of acne 
vulgaris will precede the discussion of treatment 
because successful therapy is dependent upon an 
adequate understanding of the disease. 

Definition. Acne vulgaris is an inflammatory skin 
disease which involves the pilosebaceous apparatus 
of the face, back, chest, and shoulders. It is charac- 
terized by excessive oiliness, comedones (black- 
heads), inflammatory papules, pustules, cysts, and 
varying degrees of scarring (Figure 1). 

Incidence. Acne vulgaris is extremely common. 
Almost everyone has some form of the disorder at 
some time in his life. The disease is commonest 
during puberty and adolescence, but it may also 
affect preadolescents, young adults, and even ma- 
ture persons. Males are affected slightly more often 
than females, and males tend to have a more severe 
form of the disease. 

Cutaneous Manifestations. Acne vulgaris affects 
areas of skin in which the sebaceous glands are 
best developed, most numerous, and most active, 
including the face (which is the site of predilection), 
neck, shoulders, upper part of back, and chest 


(Figure 2). The arms, legs, and buttocks may also 
present lesions when acne is unusually severe. 
Minor forms of acne vulgaris show slight oiliness 
of the skin and scattered comedone formation. 
These cutaneous changes are so common during 
puberty and adolescence that they are often re- 
garded as physiologic changes during this period. 
If the disorder becomes more severe, the oiliness 


Figure 1. Acne vulgaris. Comedones, in- 
flammatory papules, and scars are evident. 
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increases, more comedones develop, dilated sebace- 
ous glands (whiteheads) appear, and superficial in- 
flammatory papules and pustules arise in the pilo- 
sebaceous apparatus. 

If the disorder becomes still more severe, the in- 
flammatory papules and nodules become deeper 
and larger, producing indurated, tender lesions 
which resolve with fibrosis or go on to abscess 
formation. The abscesses sometimes spread in and 
under the skin to produce tunnels which may con- 
tain as much as a teaspoonful of pus. The pustules, 
abscesses, and tunnels either discharge their con- 
tents on the surface, or the inflammatory process 
subsides leaving indolent cysts which contain mu- 
coid, gelatinous, or cheesy material. Small pitted 
scars may occur at the sites of the superficial papules 
and pustules. More severe forms of the disease pro- 
duce deep pitted scars, keloids, fibrotic nodules, 
ridges, and fibrotic tunnels and bridges. 

Multiformity of skin lesions (two or more types of 
lesions including comedones, papules, pustules, 
cysts, and scars in various combinations occurring 
in the same patient) is characteristic of acne vul- 
garis (Figure 3.) 


Figure 2. Comedones, papules, and pustules are 
present on the neck, shoulders, and back. 


Systemic Manifestations. Systemic symptoms are 
usually absent in acne vulgaris, but there may be 
fatigue, low-grade fever, and leukocytosis when the 
disease is severe and when considerable pustulation 
is present. 

Course of the Disease. Acne vulgaris may last a 
few weeks, a few months, or several years. By the 
late teens or early twenties, active lesions have 
usually disappeared, but this is by no means always 
so. The residual scarring lasts a lifetime. 


Etiology of Acne Vulgaris 


Although a single specific cause of acne vulgaris 
has not been found, several factors are known to 
be of etiologic significance. 

Infection and changes in the endocrine glands 
occupy positions of major importance. The in- 
creased elaboration of hormones (especially andro- 
gens) during puberty and adolescence produces 
skin changes leading to increased oiliness and 
comedone formation in susceptible persons. The 
altered skin then becomes susceptible to infection 
with various microérganisms, especially staphylo- 
cocci. The changes brought about by these two 
factors—hormonal alteration and infection—com- 
bine to produce the disorder known as acne vulgaris. 

Dietary factors, foci of infection, emotional dis- 
turbance, fatigue, and seborrhea of the scalp are of 
minor etiologic significance. High carbohydrate and 
high fat diets appear to stimulate sebaceous gland 
activity, and some patients with acne become worse 
when they ingest chocolate, peanuts, pork, cheese, 
and seafood. Foci of infection in the tonsils, teeth, 
and nasal sinuses may be aggravating factors. Emo- 
tional disturbances and fatigue appear to cause in- 
creased oiliness of the skin which in turn makes the 
acne worse. Most patients with acne have an oily 
scalp. Acne is frequently most severe on skin ad- 
jacent to the scalp—an observation which has led 
to the conclusion that oil from the scalp spreads 
to the glabrous skin near the hairline and aggra- 
vates acne at that site. 

Infrequent etiologic factors are as follows: Acne- 
form eruptions may be produced by the adminis- 
tration of bromides, iodides, male hormones, corti- 
sone, and other drugs. Skin contact with halogenat- 
de hydrocarbons, oils, tars, and greases sometimes 
produces an acneform eruption at the site of ex- 
posure. The patient with acne should always be 
questioned about these possibilities, especially if 
the eruption is atypical in appearance or occurs at 
an unusual age. 
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Treatment of Acne Vulgaris 


Treatment of acne vulgaris must be adjusted to 
the individual case, because each patient’s disease 
is of different activity, severity, and duration, and 
because the pattern established by multiple etio- 
logic factors varies from case to case. Treatment 
modalities may be divided into three groups: (1) 


systemic therapy, (2) local therapy, and (3) special- 
ized therapy. 


SYSTEMIC THERAPY 


General Considerations. Dietary excesses of carbo- 
hydrates and fats should be avoided, and chocolate, 
nuts, pork, cheese, and seafoods should be elimi- 
nated from the diet. The patient should be urged 
to obtain proper amounts of rest and exercise, and 
an effort should be made to reduce psychic stress 
and strain to a minimum. Iodides, bromides, male 
hormones, ACTH, or cortisone should be inter- 
dicted whenever possible. When foci of infection 
are found, they should be eradicated. 

Antibiotics and Chemotherapeutic Agents. Anti- 
biotics and chemotherapeutic agents do not cure 
acne vulgaris, but they are useful in treating some 
patients who have severe pustular forms of the dis- 
ease, especially if fever and leukocytosis are present. 
A given patient may respond to one of the anti- 
biotics or chemotherapeutic agents but not to an- 
other, so that clinical trials of various agents are 
sometimes necessary. Wherever possible, sensitivity 
studies should be done on bacteria obtained from 
the patient’s lesions as an aid in determining the 
most effective drug. 

Penicillin is frequently ineffective, but sulfa- 
pyridine, sulfadiazine, chlortetracycline, and oxy- 
tetracycline are often helpful. These antibiotics and 
chemotherapeutic agents should be used in small 
dosages over several weeks’ time for best results. 

The usual dosage for sulfadiazine or sulfapyridine 
is 0.5 Gm. four times a day for two weeks, followed 
by 0.5 Gm. twice a day until the desired result is 
obtained or the drug is shown to be ineffective. The 
usual dose for oxytetracycline and chlortetracycline 
is 250 mg. four times a day for two weeks, followed 
by 250 mg. twice a day for two to six weeks. When 
antibiotics and chemotherapeutic agents are used 
for long periods of time the patient should be closely 
observed for possible toxic or allergic effects, and 
the drug should be discontinued at the earliest sign 
of difficulty. 

Vitamin A. This substance is useful in the treat- 
ment of acne vulgaris for its pharmacologic effect 
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upon keratinization. It may be helpful in patients 
who are slow to respond to the usual therapeutic 
measures and have chiefly a comedone type of acne. 
Water-soluble preparations such as Aquasol A 
(U.S. Vitamin) or Acon (Endo) may be given by 
mouth in a dosage of 25,000 to 50,000 units a day. 
The vitamin should be administered for at least 
three months before deciding about its effectiveness. 

Thyroid. There is little evidence that desiccated 
thyroid is effective in treating acne vulgaris in pa- 
tients who have normal thyroid function. 


LOcAL THERAPY 


General Considerations. The patient with acne 
vulgaris should avoid cosmetic or therapeutic appli- 
cation of greasy, oily, or occlusive substances to the 
affected areas. Occupational exposure to dirt, oils, 
greases, tars, and halogenated hydrocarbons should 
be kept at a minimum. Furs and woolens should 
not be allowed to come in direct contact with the 
skin. Fondling, picking, squeezing, or otherwise 
manipulating the affected areas is contraindicated. 

Cleansing. Frequent and careful cleansing with 
soap or a detergent, and water, removes oil, bac- 


Figure 3. Comedones, papules, and pustules are 
present on the face, chest, and shoulders. 
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teria, and debris, and dries the skin sufficiently to 
produce slight peeling. Cleansing alone is sufficient 
to control mild acne, and it is a valuable aid in the 
treatment of severe acne. Ordinary toilet soaps 
usually suffice, but when considerable pustulation 
is present, preparations such as pHisoHex (Win- 
throp-Stearns) may be helpful. Patients with min- 
imal acne must wash two or three times a day, and 
those with more severe acne need to wash four to 
six times a day. 

In addition to the use of soap and water, patients 
with very oily skin may be helped by sponging the 
face two to four times a day with a mixture of equal 
parts of acetone and alcohol. 

Drying and Peeling Preparations. Resorcin, sali- 
cylic acid, and sulfur are effective drying and peel- 
ing agents for local use and are incorporated in 
lotions ard washable greaseless cream bases. Several 
of the best preparations for local application are 
described in the next few paragraphs. 

One of the simplest, most economical, and yet 
effective lotions is: 


Salicylic acid . 
Resorcin 
70% isopropyl alcohol qs.a.d.. .. 


0.6 (0.5%) 
6.0 (5%) 
120.0 


This lotion may be applied one to six times a day 
(two or three times a day being about average). 
The concentration of salicylic acid may be varied 
from 0.5 per cent to 3 per cent, and resorcin may 
be varied from 2 per cent to 7 per cent. Because the 
lotion leaves no colored film on the skin it is often 
used for daytime treatment, and it is especially 
suited for the treatment of male patients. 

Another lotion which is very useful is U-.S.P. 
lotio alba. A minor objection to this preparation is 
its white color which restricts its application to bed- 
time in most instances. 

*Flesh-colored” lotions and creams containing 
various combinations of sulfur, resorcin, and salicylic 
acid may be freshly compounded or purchased 
already prepared from reliable pharmaceutical com- 
panies. Because of their color they may be used to 
hide lesions and they can be worn as make-up. 

An example of a “‘flesh-colored” lotion is: 


Figure 4. Two types of comedone extractors. 


This lotion can be kept on the affected areas 
twenty-four hours a day if necessary. 

Several commercial “‘flesh-colored” lotions and 
creams are available. Two examples of these prep- 
arations are: 

1. Acnomel (Smith, Kline, and French)—a 
preparation containing 2 per cent resorcin and 8 
per cent sulfur in a greaseless base. 

2. Sulforcin Base (half strength) (Texas Pharma- 
cal Co.)—a preparation made up in cake form in 
dark, medium, and light shades. It contains 1.5 
per cent resorcinol monoacetate and 4 per cent 
sulfur. 

Patients with acne vulgaris do best when local 
treatment is such that the skin is slightly dry and 
tight and a slight branny peeling is evident. Too 
little treatment leaves the skin too oily for best 
results, and too much treatment results in un- 
necessary inflammation and discomfort and may 
actually aggravate acne vulgaris. The amount and 
type of treatment necessary to produce the proper 
degree of dryness and peeling varies a great deal 
from patient to patient. In general, it is best to begin 
with relatively infrequent applications of mild 
preparations and to gradually increase the fre- 
quency of application and the concentration of 
active ingredients until the desired result is at- 
tained. 

A suitable initial plan for the treatment of male 
patients is to advise washing the face two times in 
the daytime and once at bedtime. The alcoholic 
lotion containing 0.5 per cent salicylic acid and 5 
per cent resorcin is applied after washing in the 
daytime, and lotio alba is applied at night. Female 
patients may be treated in like manner, or a “‘flesh- 
colored” lotion or cream may replace the salicylic 
acid-resorcin lotion. 

Acne Surgery. Most patients with acne vulgaris 
make better progress if comedones are expressed 
with a comedone extractor at regular intervals 
(usually once a week or once every two weeks) 
(Figure 4). Abscesses and cystic lesions heal faster 
if the lesions are incised with a bayonet blade and 
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the contents are carefully evacuated. Care must be 
taken in these procedures that scarring produced 
by treatment is not added to scarring produced by 
the disease. 

Moist Compresses. Severe inflammatory and pustu- 
lar acne vulgaris may be benefited by the application 
of moist compresses using Vleminckx’s solution 
(one teaspoonful to a pint of warm water) or Burow’s 
solution (two tablespoonfuls to a pint of water) for 
one hour each morning and evening. Vleminckx’s 
solution is more effective than Burow’s solution, but 
it has a disagreeable odor, it may be irritating, and 
it discolors fingernails and some metallic objects. 

Scalp Treatment. If the scalp is oily, the hair 
should be washed two or three times a week using 
such a preparation as 10 per cent liquor carbonis 
detergens in tincture of green soap as a shampoo. 
Daily applications of 0.5 per cent salicylic acid, 
and 5 per cent resorcin (resorcinol monoacetate 
for blond and red-haired persons) in 70 per cent 
isopropyl alcohol may decrease scalp oiliness. 


SPECIAL PROCEDURES 


The following procedures, which require special 
training or skill, are best carried out by derma- 
tologists or others familiar with the special modality 
involved, and should be reserved for those patients 


whose acne vulgaris cannot be controlled by the 
methods discussed in the preceding paragraphs. 

1. Peeling with chemical pastes, carbon dioxide 
snow, and ultraviolet light. 

2. The topical and systemic administration of 
estrogenic hormones. 

3. X-ray therapy. 

4. Sandpapering and other procedures used in 
the treatment of scarring. 

5. Aspiration of lesions followed by local injec- 
tion of antibiotic or chemical agents. 


Results of Treatment 


The object of treating acne vulgaris is to control 
the disorder until natural forces bring about perma- 
nent cure. This can be accomplished in most 
patients, and partial control can be effected in the 
remainder. The result of treatment is directly re- 
lated to the care and patience exercised by the 
physician in his instructions to the patient, and to 
the diligence of the patient, himself, in carrying 
out these instructions. Because the disorder fre- 
quently responds slowly to treatment, both physi- 
cian and patient must be persistent and neither 
should lose faith. The results justify great pains on 
the part of both. . 


TONSILLECTOMY 


AND 


POLIOMYELITIS 


In aN analysis of 190 cases of poliomyelitis in Delaware County, 
Pennsylvania, Hayes has found that 75 per cent occurred in patients 
under 10 years of age. Only 3 per cent were over 40. About 40 per 
cent had undergone tonsillectomy and, of these, almost half con- 
tracted the bulbar type of poliomyelitis. This compared with only 
27 per cent contracting the bulbar type in patients who had not 
undergone tonsillectomy. More of the tonsillectomized patients 
required the use of a respirator, and the mortality was higher. Six 
of the tonsillectomized patients had had their operation within one 
year and, of these, four contracted the bulbar type of polio. The 
incidence of poliomyelitis was 49 per 100,000 in patients who had 
been tonsillectomized, as compared with 32 per 100,000 among 
those who had not been tonsillectomized. 

Although the cause of the increased incidence in tonsillectomized 
patients is unknown, the author suggested that it is related to open- 
ing of local pharyngeal lymphatic pathways, removal of immunologic 
resistance afforded by lymphatic tissue, and trauma to nerve tribu- 
taries in the area of the operation. The author concluded that there 
is a predisposition of patients to contract poliomyelitis after tonsil- 
lectomy and that in such individuals the bulbar type is two to three 
times more likely to occur than in normal individuals. (J. Internat. 
Coll. Surgeons, 20: 350, 1953.) 
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Figure 1. Large cavity containing air and 
liquid, and showing strands traversing the cavity. 
This X-ray film and Figures 2 and 3 show 
variations in the appearance of congenital cyst. 


Figure 2. Multiple pockets of air and liquid. 


Figure 3. Large cyst completely filled with liquid. 


Congenital Cysts of the Lung 


BY SOL KATZ, M.D. * 


Tue subject of congenital cystic disease of the lung is con- 
fusing because of differences in nomenclature and classi- 
fication. Over thirty terms have been used when referring to 
cysts of the lung. 

Cystic diseases of the lung may be acquired or congenital. 
Acquired cysts include emphysematous bullae and blebs as 
well as chronic lung abscesses in which there has been 
control of infection and subsequent partial or complete 
epithelialization due to ingrowth into the cavity of cuboidal 
or columnar epithelium or due to squamous metaplasia. 
Congenital cysts may arise from the mediastinum or may 
appear within the lung substance. Only the latter will be 
considered here. At times it is difficult or impossible to 
differentiate between an acquired cyst and a congenital cyst 
on the basis of history, x-ray examination, and even histo- 
logical study. 

Congenital cysts of the lung may be single or multiple 
and they may contain air, fluid, or both. The cyst wall is 
lined by bronchial mucosa containing either columnar or 
cuboidal ciliated cells. Some congenital cysts are of the 
alveolar type in which the wall is composed of flat cells 
characteristic of the air sacs. The epithelium may be de- 
stroyed by infection. 

Symptoms may occur shortly after birth or in childhood. 
However, in some there are no symptoms until adult life, 
while in others the cysts are asymptomatic. The symptoms 
result from infection, with manifestations of pulmonary 
suppuration, and from impaired pulmonary ventilation due 
to overdistention and compression of surrounding lung. 

X-ray examination of the lungs is the most. valuable 
method of diagnosis. A cyst may appear as an area of radio- 
lucency surrounded by a thin wall. A horizontal fluid 
level is seen when air and fluid are present. When the cyst 
is filled with fluid, a round sharply limited density occurs. 
Even in the presence of infection, the adjacent lung and 
pleura are often not inflamed. A striking feature is the 
presence of linear strands traversing the cavity. Some cysts 
may become hyperinflated due to partial obstruction of the 
communicating bronchus. These cysts cause compression 
of the surrounding lung and even the opposite lung and 
appear as a large area of radiolucency surrounded by a thin 
wall herniating across the mediastinum into the opposite 
hemithorax. With multiple cysts there are many round 
areas of decreased density some of which contain fluid. 
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Practical Points in Pediatric Diagnosis 


BY J. 
Columbus, Georgia 


B. CHASTAIN, M. D. AND L. 


Awareness of comparatively few distinctive symptoms and signs enables the practicing physician to diagnose 


K. NEWLIN, M. D. 


many of the more unusual diseases of infancy and childhood. At the same time, physiologic variations sometimes 
are misinterpreted as evidences of disease, particularly fever and weight loss that attend dehydration during 

the first few days of life, the high leukocyte count with predominance of neutrophils that characterizes the 
newborn, the variations in hemoglobin values that depend upon whether capillary or venous blood is used, 


THE more common pediatric diseases are usually 
diagnosed correctly even by physicians who have 
had only a minimum of training in the field. On the 
other hand, pediatric diagnosis could be greatly im- 
proved if physicians were aware of the more com- 
mon symptoms and physical findings in the slightly 
unusual disorders. Often the association of only one 
clinical sign with a certain disease will ultimately 
result in a correct diagnosis. 

Certainly, the association of one or two clinical 
signs with a certain disease must frequently be fol- 
losed by radiologic, laboratory, and special exami- 
nations in order to arrive at a correct diagnosis. But 
we must first think of these slightly unusual diseases 
before we can diagnose them. 

It is very important that we remain aware of the 
common association of certain signs, symptoms, and 
physical findings to form a “syndrome.” Bauer has 
classified syndromes into three groups depending 
on the etiology of the abnormal clinical signs: (1) 
manifestations of different diseases, (2) complica- 


and the physiologic ‘“‘anemia’’ of the 3-month-old infant. 


tions of a specific disease, (3) results of genetic ab- 
normality. Too many physicians have refused to take 
an interest in clinically important syndromes be- 
cause of the unfortunate attachment of proper 
names. 

It is the purpose of this paper to call attention to 
a few signs and symptoms which will aid in arriving 
at correct diagnoses of some of the diseases encoun- 
tered in the field of pediatrics. A few peculiarities of 
the newborn which influence diagnosis are also em- 
phasized. Most of these points are still not suffi- 
ciently impressed upon the minds of the average 
general practitioners. 


Newborn 


It is a well-known fact that there is considerable 
fluid loss with resultant decrease in weight during 
the first few days of life. Not uncommonly infants 
develop fever which may reach 102° to 104° on the 
second to fourth day. The fact that this transitory 
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i! AVERAGE LEUKOCYTE COUNTS DURING INFANCY 


Figure 1. 


fever of the newborn responds so quickly to oral or 
parenteral fluid suggests dehydration as the etiology 
although this point is debatable. This condition must 
be remembered in order that an infectious process 
not be diagnosed. 

There is normally a leukocytosis of as many as 
30,000 cells per cubic millimeter during the first 
week of life (Figure 1). Differential counts usually 
reveal a preponderance of neutrophils during this 
period (Figure 2). Such laboratory findings must not 
be interpreted as being indicative of infection unless 
persistent after the first seven days of life. 

The newborn infant has a remarkably high hemo- 
globin (15 to 27 grams), the latter varying not only 


with the time of cord clamping, but also with the 
source of the blood used for the examination (Fig- 
ure 3), It has been shown that at birth capillary 
blood contains an average of over three grams more 
of hemoglobin than is present in venous blood. Slug- 
gish capillary circulation is thought to be the basis 
for this disparity. Within a week or ten days the cir- 
culation is much improved, and there is usually 
only a negligible difference in hemoglobin values of 
venous and capillary blood. Since venous blood 
probably represents the “blood in action,” it is easy 
to err in assuming that an infant has sufficiently 
high hemoglobin if capillary blood is used for the 


examination. This phenomenon is particularly im- 
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Hemoglobin and red blood cell valves during infancy. Note the 
high values immediately after birth, followed 
anemia at around the age of three months. 


Figure 3. 


portant in erythroblastosis fetalis, hemorrhagic dis- 
ease of the newborn, and cord hemorrhage, when a 
decision must be made as to the advisability of blood 
transfusion. 

Constant drooling of a newborn infant should sug- 
gest esophageal atresia even without the history of 
cough and respiratory difficulty associated with 
efforts at nursing (Figure 4). Since over three-fourths 
of patients with complete atresias have the type in 
which the esophagus ends in a blind pouch, the 
diagnosis may often be made very simply by at- 
tempting to pass a sterile rubber catheter into the 
stomach (Figure 5). Persistent cough, respiratory 
difficulty, and dysphagia later during infancy would 
suggest the possibility of a double aortic arch or 
vascular ring. 

Congenital anomalies are very likely to be multi- 
ple. Single anomalies are the exception rather than 
the rule. Therefore, the finding of one anomaly 
should stimulate a careful search for other con- 
genital defects. 

A shock-like state developing during the second 
to fifth day suggests the possibility of ruptured 
liver. The diagnosis is confirmed by the finding of a 
mass in the right flank and shifting dullness in the 
abdomen. This disorder is apparently more com- 
mon in postmature infants. 

Dyspnea, cyanosis, and restlessness in a newborn 
infant born to a diabetic mother should suggest 
hypoglycemia and possible respiratory involvement. 
Fetal hyperplasia of the islands of Langerhans, com- 
pensating for inadequate maternal production of in- 
sulin, only partially explains the hypoglycemia 
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Figure 4. Diagrams of the four most common congenital 
anomalies involving the esophagus. Dotted lines in type I 
indicate the manner in which the lower segment of the 
esophagus may communicate with the trachea at its 
bifurcation rather than at a point more cephalad. 


- 40. 
. 
i 
4 
‘ ' 1 
(LE) 
4 
2 
UE 
a 
i 
: 
63 


Figure 5. Newborn infant illustrating congenital tracheo- 
esophageal anomaly (type 1). The upper segment of the 
esophagus ends in a huge blind pouch which is filled with 
Lipiodol. The lower segment of the esophagus communt- 
cates with the trachea, as evidenced by the presence of air 
in the gastrointestinal tract. 


sometimes seen in infants born to diabetic mothers. 
Hypoglycemia is not clinically significant except in 
the presence of a very low blood sugar, since values 
as low as 40 mg. per 100 ml. are obtained in normal 
infants during the first few hours of life. Cardiac 
hypertrophy and erythroblastosis also seem to be 
much more common in infants born to diabetic 
mothers. 

There is a tendency to place too much import- 
ance on the presence or absence of fever in making 
a diagnosis of severe infection. In term infants under 
5 or 6 months of age and particularly in premature 
infants, there is very commonly little or no fever 
associated with pneumonia, purulent meningitis, 
and other severe infections. In fact, small pre- 
mature infants frequently have a drop in tempera- 
ture to subnormal levels with such infections. Fever 
may be present, but its absence should not lead to 
delay in the correct diagnosis and treatment of the 
infection. 


Due to the common absence of fever and other 
symptoms suggestive of infection, septicemia may 
not be diagnosed until late in the course of the dis- 
ease. There may be only listlessness, anoxia, lack of 
weight gain, and mild dehydration. Jaundice, fever, 
vomiting, diarrhea, and cutaneous hemorrhage may 
or may not be present. 


Digestive System 


Since the frenulum of the tongue is normally 
short in the young infant, clinically significant ton- 
gue-tie should not be diagnosed unless the patient 
is unable to protrude the tongue to the gum margin. 

Melanin spots of the lips or within the oral cavity 
should suggest the possibility of hereditary intesti- 
nal polyposis (Peutz syndrome). Conversely, the 
reason for melena may be more easily ascertained if 
the patient is found to have oral pigmentation. 

Gastrointestinal symptoms in the presence of a 
central nervous system lesion, such as meningitis, 
encephalitis, bulbar poliomyelitis. or tumor, brings 
to mind gastric or duodenal ulcer. It has been 
shown that duodenal and less commonly gastric 
ulcers are fairly frequently associated with various 
types of central nervous system lesions. 

Lack of weight gain and very frequent respiratory 
infection having its onset shortly after birth should 
suggest cystic fibrosis of the pancreas. Chest x-ray 
may show peribronchial infiltration and emphysema 
during the first few months of life (Figure 6). Cystic 
fibrosis of the pancreas is a congenital and some- 
times familial disease which, in an occasional case, 
produces no symptoms during infancy. 

Vomiting and abdominal pain in a mentally de- 
ficient patient should be particularly suggestive of 
intestinal obstruction. Although symptoms of this 
type are commonly seen with respiratory infection, 
such a patient deserves more than the usual amount 
of observation because of the greater frequency of 
intestinal obstruction in mentally deficient children. 
Mongols have been found to be particularly prone 
to develop duodenal obstruction. 

Prolapse of the rectum is rather commonly seen in 
infants and young children. Whipworm (Trichoce- 
phalus trichiurus) infestation may provoke rectal 
prolapse and should be considered in such cases. 


Respiratory and Circulatory Systems 


Persistent or recurrent hoarseness in an infant or 
child should suggest papilloma of the larynx. Dysp- 
nea and cyanosis are later symptoms. Direct laryn- 


GP e Volume IX, Number 1 


: 
“i — #8}. 
| 
|| 
| 
| 
| 
| 
| 
| 
| 
64 
. 
pet 
‘ 


goscopic examination of the larynx is necessary be- 
fore making the diagnosis. 

The physiologic anemia (average hemoglobin, 
11.4 grams) which usually occurs at the age of 2 to 
3 months may be evidenced by a great deal of pallor 
but is usually not significant. Though no specific 
therapy is indicated, the parents may need reassur- 
ance because of the poor general appearance of the 
infant (Figure 3). 

A good pediatric examination should include a 
careful color comparison of the upper and lower ex- 
tremities. Slight differences are more readily appar- 
ent if the hand is placed beside the foot on the ex- 
amining table. Coarctation of the aorta (infantile 
type) and absence of the aortic arch produce cyano- 
sis of the lower extremities with normal color of the 
upper extremities. Just the reverse is true of trans- 
position of the great vessels in the presence of a 
patent ductus arteriosus. 

Pediatric examination routine should also include 
palpation of the femoral pulse. Absence of the femor- 
al pulse indicates coarctation of the aorta. A femoral 
pulse may be present in coarctation of the aorta if 
the constriction is not great or if the ductus arterio- 
sus is patent. 


Nervous System 


A child having more than one attack of purulent 
meningitis should be suspected of having direct 


contamination of the meninges from an external 
source. Congenital dermal sinuses of the scalp may 
be small and hidden by hair but still capable of 
allowing bacteria to enter the subarachnoid space. 
A thorough search for such sinuses should include 
shaving of the head. Congenital dermal sinuses are 
usually found in the scalp near the midline but may 
be seen over the spine as well. Sinuses of the lum- 
bosacral region may resemble pilonidal cysts. In re- 
current meningitis there is also the possibility of a 
traumatic or congenital defect resulting in the 
passage of infecting organisms from the ear or nose 
to the meninges. 

Children with heart disease producing intense 
cyanosis usually have very high hemoglobin and red 
blood cell values. Fever or neurologic symptoms in 
such a patient should always bring to mind the 
possibility of cerebral thrombosis and resultant brain 
abscess. Meningitis is also very common. Thrombo- 
sis is usually due to stasis and increased viscosity 
of the blood but may be due to anoxemia alone. 
Dehydration from any cause is apt to produce 
thrombosis in this type of patient. 

Primary tuberculosis patients should be suspected 
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of having tuberculous meningitis until this possibil- 
ity is definitely ruled out. Tuberculous meningitis 
is the most insidious in onset of all the meningitides 
and may exist for a time without producing symp- 
toms of any kind. The authors feel that every child 
with primary tuberculosis should be given the 
benefit of a diagnostic lumbar puncture. The finding 
of an increase in the spinal fluid cell count, mainly 
lymphocytes except in young infants, with an 
elevated protein and a low sugar, constitutes 
sufficient criterion for instituting treatment for 
tuberculous meningitis before cultures and animal 
inoculation become positive. Serous meningitis 
usually results in an increase in the spinal fluid 
cell count with normal sugar, and at the most, 
a slightly increased protein. As a rule no tubercle 
bacilli are found in the spinal fluid of patients with 
serous meningitis. It is important in both prognosis 
and treatment that serous meningitis not be con- 
fused with tuberculous meningitis. Promising new 
drugs such as isoniazid make the early diagnosis of 
tuberculous meningitis more important than ever 
before. 

Particularly in the Northwestern and South- 
eastern United States, a child having a fairly sudden 
onset of weakness in the extremities should be 
suspected of having tick paralysis. The disease 
simulates poliomyelitis by producing a flaccid 
paralysis and by usually having its onset during the 
warmer months of the year. Three patients seen 
by the authors were all girls with long unkempt hair 


Figure 6. Pulmonary changes in a 17-month-old female having 
cystic fibrosis of the pancreas. Bronchovascular markings are 
extremely heavy, peribronchial lymph nodes are enlarged. 
Patient was seen because of growth failure, frequent respiratory 
infection. 
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Figure 7. Bilateral hydronephrosis from bladder neck 
obstruction. The linear opacity in the bladder region is 
caused by intramuscular injection of dye in the gluteal 
region. This 2 year-old boy had difficulty in starting to 
urinate and had a thin urinary stream since birth. 


which afforded in each case a rather secure hiding 
place for a tick. Either wood or dog ticks may cause 
the disease. Although this is a disease which may 
terminate fatally, removal of the tick usually brings 
improvement within a few hours. 

The etiology of encephalitis or meningoencephali- 
tis is often obscure. The mumps virus is the most 
common cause of such infections and should be 
considered even though no parotid involvement 
exists. The disease may in some cases be diagnosed 
during the first week by the demonstration of a 
fairly high titer of antibodies against S antigen 
when the complement-fixation test is done. This 
information would aid the physician greatly in 
determining the treatment and prognosis of the 
disease. 

Any patient having weakness of either of the 
upper extremities should be questioned regarding 
previous administration of tetanus antitoxin. The 
shoulder girdle seems to be the most common site 
for such involvement. Most cases recover if given 
proper treatment. 

Acute myelitis with paralysis occurs in about 1 
in 3,000 patients receiving rabies vaccine. The re- 
action occurs approximately one to four weeks after 
the first vaccination and may be mistaken for polio- 
myelitis if the physician is unaware of the com- 
plications which may arise from the administration 
of rabies vaccine. 

Fever is commonly blamed for convulsions in 
infants and young children. While fever is definitely 
the precipitating factor, children having such 
convulsions seem to be more prone to develop 
epilepsy in later years. This of course is more often 
true if convulsions occur with relatively little fever. 

A patient with recurrent abdominal pain of un- 
determined etiology should have clinical evalua- 
tion, including electroencephalography, of his status 
as a possible epileptic. It has been known for 
years, without much use being made of the knowl- 
edge, that patients may have abdominal pain as the 
only manifestation of epilepsy. 


Figure 8. Advanced scurvy in an 8-month-old infant seen 
with the complaint of pain in the extremities. 1. Peri- 
osteal elevation from early hemorrhage. 2. “Corner” 
sign. 3. Thickening of the epiphyseal plate. 4. ‘Ground 
glass” appearance. 5. Spur formation. 6. “Ring” sign. 
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Urologic System 


A boy having a thin urinary stream, dribbling, or 
difficulty in starting to urinate should be suspected 
of having congenital bladder neck obstruction. 
Phimosis may rarely cause such complaints but is 
easily diagnosed. Such difficulties should be in- 
vestigated immediately by a competent urologist, 
since severe bilateral hydronephrosis is often the 
result of neglect of these patients (Figure 7). 


. The physician may be misled by his idea that the 
patient is receiving orange juice or a vitamin prepa- 
ration containing ascorbic acid. Orange juice is 


often prescribed by the physician only to be prompt- 


- ly discontinued by the parents because a skin rash 


develops. In other cases the infant receives no more 
vitamins after the first bottle is emptied. The authors 
have seen several cases of scurvy which resulted 
from the substitution of orange pop for orange 
juice. It must be realized that though a nutritional 


disease, scurvy is not a disorder that is confined to 
charity patients. Rickets is far less common than 
scurvy because of the standard practice of adding 
vitamin D to both evaporated and whole milks. 


The authors wish to acknowledge the assistance of 
Dr. W. Christensen, Salt Lake City, and Dr. L. P. 
Matthei and Dr. R. Nichols, Ogden, Utah. 


An extensive bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP. 


Nutritional 


An infant between the ages of 5 and 18 months, 
having pain and tenderness in the extremities, 
should immediately be suspected of having scurvy 
(Figure 8). Bleeding gums and melena are much less 
frequently seen in infants having scurvy. Pseudo- 
paralysis and fever in such patients are pitfalls 
which have led many times to the erroneous diag- 
nosis of poliomyelitis. 


ALTHOUGH many local anesthetics have been recommended for use 
in the male urethra during cystoscopic examination, much room for 
improvement still remains. Hayward, Orr, and LaGuette have rec- 
ommended the instillation of 4 per cent Metycaine solution into the 
anterior urethra, allowing it to remain for four or five minutes, and 
following this by the instillation of 34-grain Metycaine tablets into 
the posterior urethra. The tablets are placed in the urethra by a 
Bransford-Lewis pill depositor, taking care to be sure that the tip 
of the instrument is well within the posterior urethra. Although the 
patient still feels a sensation of pressure similar to numbness in the 
perineum on introduction of the cystoscope, there is no pain. During 
the six years’ period in which they have used it, the authors have 
experienced only a rare untoward reaction. Such reactions were 
apparently due to an allergy to the Metycaine solution. The instilla- 
tion of tablets in the posterior urethra has never precipitated an 
undesirable reaction. They recommend the use of their agent as a 
safe, effective means of securing anesthesia. (J. Urol., 90: 624, 1953.) 


URETHRAL 


ANESTHESIA 
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Surgical Hints in Finger Infections 


BY WILLIAM S. McCUNE, M.D. 


1. Anesthesia 


To osTaIN a satisfactory regional block for the 
opening of a finger infection, it is better to inject 
the anesthetic agent (1 per cent procaine solution) 
into the common digital nerves lying at the sides of 
the metacarpal bones rather than into the digital 
nerves themselves in the finger. Injection of the 
nerves in the finger is dangerous because of possible 
injury to the digital arteries. Epinephrine should 
never be used because of the danger of producing 
vascular spasm. 

The anesthetic agent should be injected into the 
dorsum of the hand while the anesthetist supports 
the patient’s palm in his fingers to gauge the depth 
of the injecting needle. Three cubic centimeters on 
each side of the metacarpal bone usually suffices 
(Figure 1). 


2. Paronychia 


In the treatment of a paronychia, an incision 
should be made to extend proximally from each side 
of the swelling itself. The flap thus outlined is 
raised by slipping the knife above the nail into the 
abscess cavity (Figure 2a). In unilateral infections, 
one-side incision alone may suffice. 

The most important step, however, is the removal 
of a section of the base of the nail to allow a window 
for drainage of pus which has accumulated under 
the nail bed (Figures 2b and 2c). A strip of Vaseline 
gauze can be placed under the flap of tissue and 


should be allowed to remain in place for two or 
three days. When it has been removed, healing will 
usually be rapid and uncomplicated. 

In infections of longer duration, an x-ray film of 
the finger should be taken to detect possible osteo- 
myelitis of the terminal phalanx. Should this be 
present, the sequestrum formed will usually sepa- 
rate and eventually appear in the wound where it 
can be removed. 


3. Felon 


Since the pus in a felon lies at a deep level near 
the bone in the terminal phalanx of the finger, in- 
cisions for its drainage should be placed in as dorsal 
a position as possible at the sides of the finger to 
allow the knife to pass just anterior to the bone of 
the phalanx (Figure 3a). The scar resulting from 
such an incision will produce less deformity and less 
interference with function, and it is less apt to be 
sensitive than one placed in a more anterior position 
on the palmar surface. 

It is rarely necessary to carry the incision com- 
pletely around the tip of the finger, and bilateral 
*thockey stick” incisions usually suffice (Figure 36). 
It is desirable to avoid the production of a scar at 
the tip of the finger where sensitivity is important 


‘and deformity will be obvious. A through-and- 


through soft rubber drain can be left in place for 
three days after which, if the incisions are kept open 
by gentle separation of their edges, healing will 
usually be spontaneous and rapid. 
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Management of Common Psychiatric Problems 


BY IAN STEVENSON, M. D. 
Louisiana State University School of Medicine, New Orleans 


There is small chance of hurting a patient by discussing personal problems. Whenever trouble does ensue, 

it stems from the wrong attitude rather than the wrong words. impasses are avoided if the general practitioner 
does not treat psychotic patients, if he resists the temptations to advise or to interpret too freely, and if he watches 
patients’ attitudes as carefully as he listens to their statements. Some psychiatric patients need hospitalization for 
special treatments, for relief from external stresses, or for protection of themselves or others. _ 


GENERAL practitioners and most specialists cannot 
avoid treating patients with emotional disturbances 
and mental illnesses. If such treatment by general 
practitioners is inevitable, it is also desirable, be- 
cause these disturbances and illnesses can often be 
modified and cured in their early stages by the 
physician who first sees them. Unfortunately, many 
general practitioners and specialists other than 
psychiatrists shrink from handling the emotional 
problems of their patients because of unwarranted 
modesty concerning their own powers in this area 
of medicine, or because of anxiety arising from mis- 
understandings of the problems they may encounter. 

In preceding articles of this series the general 
practitioner was furnished with information on in- 
terviewing, diagnosing, and treating psychothera- 
peutically the minor emotional disturbances and 
mental illnesses. If any general practitioner has 
thereby been encouraged to enlarge the scope of 
his practice, he will almost .inevitably have en- 
countered a number of difficult problems which 
come to all physicians undertaking work with such 


patients. In the present article we have selected for 
discussion a number of the commonest of such 
problems for which some practical solutions are 
suggested. It is our hope thereby to diminish further 
the anxiety of general practitioners concerning the 
emotional aspects of their patients and thus to en- 
courage further psychotherapeutic work by these 
physicians. 


Dangers of Probing Are Slight 


One of the questions most frequently asked of 
psychiatrists by medical students and general prac- 
titioners concerns the dangers of probing a patient 
for personal information in history-taking. The 
questioners have heard of patients’ becoming agi- 
tated, sicker, or even violent after such probing, and 
they hesitate to open up areas of sensitivity for fear 
of “saying the wrong thing” or “making the patient 
worse.” The following suggestions are offered for 
guidance in this problem. 

There is small chance of hurting a patient by the 
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discussion of personal problems. Whenever trouble 
does ensue, it stems from the wrong attitude rather 
than from the wrong words. If the feeling for the 
patient’s suffering is right, the right words will 
come out. The doctor who shows a kindly attitude 
toward the patient will rarely irritate even when he 
asks for the most intimate information. He will auto- 
matically phrase his questions tactfully so as to 
preserve or increase the patient’s self-esteem. 

Beyond this general rule some particular points 
may be worth remembering. No patient should be 
forced to talk if he does not wish to do so. The 
physician’s attitude in this matter may be helpfully 
modified if he abandons entirely the surgical con- 
cept of “probing” with respect to history-taking, 
and substitutes the idea of collaborative explora- 
tion between patient and doctor of the problems 
which have been stressful for the patient. 

If a patient blocks or says he finds the topic too 
painful, the doctor may encourage him gently. He 
may say, for example, ‘‘Of course, I don’t want you 
to talk about this if it is too hard for you, but often 
it’s just the painful things that people need to talk 
about, and we find that when patients can talk 
about such things they feel a lot better afterward.” 
If the patient is overtly unco-operative or resentful 


rather than anxious, the physician may firmly, but » 


kindly pass the responsibility back to him by some 
such remark as, ‘‘We have to work together on this, 
you know. It’s a sort of collaboration between us, 
and I can’t help you unless you can talk to me a bit 
more about your problems.” If after such statements 
the patient still refuses to talk or is unable to do so, 
the doctor should withdraw gracefully saying per- 
haps, ‘Well, I can see it’s hard for you to talk, so 
let’s leave it there. Perhaps some other time you'll 
feel more like it and then we can try again.” 

If the patient is reluctant to talk, or cannot do so, 
he may be restrained from talking freely because of 
his ideas about the doctor. Thus he may expect a 
reaction of disgust, fear, or rejection by the doctor. 
If the latter will think to himself, ‘What are my 
patient’s thoughts about me?” he may then be able 
to modify his own attitude somewhat so as to re- 
duce the patient’s fear and encourage his expres- 
sion. If this does not remove the block, the obstruc- 
tion can be discussed with the patient by the physi- 
cian saying, “Perhaps you wonder a bit about 
what I'll think of the way you feel or the thoughts 
you have.” Often such remarks are picked up by 
the patient, their truth acknowledged and, after a 
discussion of the problem, the patient can talk 
freely about previously blocked topics. 


Patients who are exceedingly tense and anxious 
should not be engaged in much discussion about 
the past during the first interview. With them it is 
better to confine one’s interest at the initial inter- 
view to the symptoms and the current life situa- 
tions. If areas of past conflict are opened up, the 


The surgical approach with probing 
should not be used in interviewing. 


anxiety may be increased beyond the patient’s tol- 
erance. However, if an anxious patient wishes to 
talk about a problem, he should be allowed to do 
so. Harm never comes from a person’s talking when 
he desires to do so. 

The doctor should watch the patient and try to 
detect whether he is becoming more relaxed or more 
anxious as the interview proceeds. Ifa patient starts 
out exceedingly tense but, as he talks, gradually 
loosens up and even smiles or jokes a bit, he is be- 
ing helped, and the interview should continue. On 
the other hand, if the talking is accompanied by 
increasing restlessness, if the patient’s mouth gets 
steadily drier, and if he blocks more or appears 
abstracted, it is wiser to switch the conversation 
onto some neutral topic such as the routine details 
of his daily living. The patient has reached his 
dosage limit for the day and can be seen another day 
for further ventilation when he is more relaxed. If 
such a patient is allowed to continue, he may be- 
come frightened by the anxiety or other emotions 
that are evoked. This may lead him to deny his 
problems and to suppress and repress his feelings 
rather than face such discomfort again, and thus he 
will be deprived of further assistance with his emo- 
tional problems. 

Patients who are known to be psychotic or sus- 
pected of being close to an overt psychosis should 
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not be subjected to extensive reviews of their past 
lives at initial interviews. Rather, attention should 
be focused on the current situation of the patient. 
The past history may be allowed to come out in 
fragments as the patient wishes later, if he is seen 
further and not referred to a psychiatrist. 

Interviews should ordinarily last not longer than 
an hour but may be extended in unusual circum- 
stances. A patient should not be cut off in the 
middle of some highly important material. If the 
physician himself introduces for discussion a cer- 
tain topic to which he knows the patient is sensi- 
tive, he should allow plenty of time for its full dis- 
cussion. If a topic is once opened up the tension 
associated with it should be fully drained off, just 
as an abscess when lanced should release all its 
pus, not just some. 

If a patient is much disturbed toward the end of 
an interview which the doctor must terminate at 
that time, he can warn the patient that the time 
is running out five or so minutes ahead of time. 
For example, he can say, “Unfortunately we only 
have about five minutes left, although I can see 
this is an important matter for you and needs to 
be gone into more fully.”” With this hint the pa- 
tient himself will probably soon make a transition 
to other, less painful topics, so that by the time 
the five minutes are up, he will be composed again. 
If possible, patients should not leave the office in 
seriously disturbed states. 

Certain topics are predictably charged with 
strong feeling for nearly everyone in our society. 
These are best left until the patient has become 
more comfortable with the doctor than is usually 
the case at the first interview. Sex is the commonest 
such topic. Often there is also great defensiveness 
at first against expressing negative feelings toward 
close relatives, such as spouses and parents. When 
relationships with these persons are broached at 
the first interview, the patient usually insists that 
everything is fine in this respect even when this 
is far from being true. The doctor will usually ex- 
pect to hear the other side of the patient’s feelings 
at later interviews. 


Avoiding Impasses in Psychotherapy 


As with interviewing, efforts at psychotherapy 
are frequently inhibited by a belief that the doctor 
“may get too deep” and that the patient may be- 
come worse rather than better. Experience has 
shown these fears to be largely unfounded. Any 
general practitioner who listens to his patient’s 
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emotional problems must have an attitude of wish- 
ing to understand, or he would not make the at- 
tempt. And having such a constructive attitude he 
is unlikely to commit irretrievable blunders. How- 
ever, impasses can arise in psychotherapy. Their 
number can be reduced by observing the following 
suggestions. 

1. The general practitioner should not treat acutely 
disturbed psychotic patients or those he considers pos- 
sibly psychotic. People who are possibly psychotic 
often turn out to be so, and may become overtly 
psychotic as a result of the arousal of excessive 
anxiety during psychotherapy. On the other hand, 
if a patient is known to have been psychotic and 
is now relatively stable, but needs supportive assist- 
ance, this can often be given best by his family 
physician. Many patients who are discharged from 
state mental hospitals would be benefited greatly 
by the opportunity of seeing a kindly doctor 
every week or so. And if the doctor helps them to 
talk about practical problems of their current situa- 
tions and avoids searching the past or interpreting 
the present, he can often contribute greatly to the 
rehabilitation of these patients. Many may even be 
completely rehabilitated socially and vocationally 
through such a relationship. 

2. Those not specially trained in psychiatry are often 
tempted to give advice too freely. The doctor must 
have a firm conviction that patients haye within 
them the capacity to find their own solutions to 
their problems. He must recognize the fact that 
people are very different from each other, and he 
must recognize the value of this fact. He must re- 
spect each patient’s individuality. If he does all 
this, he will not apply solutions to a patient’s prob- 
lems which would suit himself, but not the patient. 

3. Excessive interpretations to the patient should 
also be avoided. Physicians derive a natural satisfac- 
tion from believing that they understand how some- 
thing has come to happen. They are often tempted 
to formulate cases according to oversimplified con- 
cepts of cause and effect. This certainly helps them 
in their work, and they may be tempted to believe 
it also helps their patients. Unfortunately it rarely 
does. People only change slowly. They change be- 
cause of new experiences, of which psychotherapy 
may be one. They do not change because they are 
given a simple explanation of how they came to be 
the way they are. Moreover, if they are flooded with 
interpretations of past events or current behavior, 
they often reject most or all of the statements. Or 
they may become angry and stop coming to the 
doctor altogether. Or they may accept the doctor’s 
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statements in an intellectual way, but without any 
change of feeling. All these results may be avoided 
if we understand and remember that lasting change 
comes only out of new, constructive emotional ex- 
periences. Of these healing experiences contact 
with an understanding physician may be the first 
and often the most fruitful. In this experience the 
patient is helped rather than forced to make dis- 
coveries about himself. The doctor can avoid over- 
interpreting if he insists to himself that the patient 
should do 90 per cent of the talking and if he asks 
himself the purpose and likely effect of every in- 
terpretive remark he is about to make. 

4. There is always some emotional involvement be- 
tween doctor and patient in any professional situation. 
Without this the relationship would not be thera- 
peutic. But the general practitioner doing psycho- 
therapy wishes to avoid a depth of involvement 
which is not constructive or difficult to resolve sat- 
isfactorily. Such impasses can be avoided if the 
doctor pays attention not only to the content of 
what a patient is saying, but to the attitude which 
the patient adopts toward the doctor. Attitudes of 
excessive friendliness or excessive dependency, with 
increased demands on the doctor, should be noted. 
So also should signs of marked or increasing hostility 
toward the doctor. Such attitudes should be dis- 
cussed frankly with the patient and can often be 
resolved in this way. If not, and if the doctor feels 
uncomfortable in working with such a patient, the 
latter should be referred to a psychiatrist for further 
help. 


Detection of Suicide Risks 


The family physician is often called upon to 
evaluate the risk of suicide in a patient, and upon 
his judgment may depend the decision to admit a 
patient to the hospital. Unfortunately it is often 
difficult to predict which patients will become seri- 
ous suicidal risks requiring hospital care. The fol- 
lowing general observations may be found useful if 
not applied too rigidly. 

Suicidal thoughts are rather common and prob- 
ably occur in the majority of persons in a more than 
passing manner at one time or another during their 
lives. Therefore little importance can be attached to 
suicidal thoughts and ruminations except in a con- 
text of other serious signs of psychologic disorder. 

Suicide is committed by persons with all types of 
mental disorder. It is erroneous to look for suicide 
only among persons with psychotic depressions. A 
large number of all suicides are committed by 
schizophrenics. Moreover, unless suicide is itself 


considered to be proof of mental disorder, we are 
obliged to note that many persons commit suicide 
when mentally healthy. 

In suicide the patient shows a mixture of anger 
at himself and anger at others. These are present 
in various blends. The danger of a serious and suc- 
cessful attempt is greatest when the patient has 
much anger toward himself and little anger toward 
others. On the other hand, when a person is pri- 
marily trying to express anger toward others, he 
will not be likely to hurt himself seriously. Such a 
person makes a suicidal gesture. He usually adopts 
less dangerous means and swallows iodine or a num- 
ber of sedative tablets or slashes his wrists lightly. 
He is apt to do these things when he is fairly cer-_ 
tain someone is around and will find and rescue 
him. In contrast, when a patient is chiefly angry 
at himself (i.e., depressed), he will be apt to use 
deadlier means—turning on the gas when he is 
alone, jumping from high places or in front of 
trains, shooting himself, or cutting his throat. 

No definite prediction can be made when a pa- 
tient threatens suicide or talks about it. It is not 
true as some believe that “those who talk about it 
don’t do it.” Actually they often do. Anyone who 
talks about suicide seriously should be taken seri- 
ously, although not all those who talk about it will 
make a serious attempt. Some will make no attempt, 
or they will make only a gesture at suicide. 

Patients in severe depressions, especially of the 
agitated type, filled with ideas of worthlessness and 
guilt, should always be considered suicide risks. 
The risk is heightened if these people have much 
insomnia, severe hypochondriasis, a feeling of losing 
control of themselves, or a fear of hurting them- 
selves or others. 

When a depressed patient has been severely dis- 
turbed and becomes rather suddenly calm, this may 
mean that he has decided upon suicide and the 
tension of indecision is over. Many patients commit 
suicide during a period of improvement in the de- 
pression which may occur spontaneously or after 
treatment such as with electroshock therapy. Suicide 
has frequently occurred when physicians stimulated 
depressed patients with drugs like amphetamine. 
Such drugs can provide enough stimulation for a 
previously retarded person to kill himself. 

Every person who is more than slightly depressed 
or in whom there is any other reason to suspect 
rumination of a suicide should be questioned direct- 
ly about his thoughts and intentions. If this is done 
gently and without conveying either alarm or criti- 
cism, much useful information can be: obtained. 
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The replies require careful evaluation. A confession 
of serious intent or serious wish to die should be 
taken seriously. A denial or angry protest does not 
preclude a suicidal attempt. 

In the management of persons who are suicide 


Suicidal patients should be 
watched or admitted to a hospital. 


risks, care must be taken not to establish an obvious 
supervision of the patient. This will naturally be 
resented by him. Any patient who shows serious 
enough risk of suicide to be watched, should be 
watched in a hospital. No watch can be perfect, 
and a patient who intends to commit suicide will 
eventually succeed unless he is in a hospital, and 
even then he will sometimes succeed. If the patient 
does not require hospitalization, then he should 
not be watched or supervised at all with respect to 
suicide. To do so would only increase his resent- 
ment. 

If a patient does make a suicidal attempt and 
survives, attention should be paid to the method he 
uses. As mentioned above, this may give a clue to 
the seriousness of the intent to kill. The attitude of 
the patient toward his failure should also be noted. 
If there is a sense of great relief at having failed, 
the attempt may still have been serious, but a re- 
fractory period of some weeks or months may fol- 
low. During this time a second attempt will not be 
made. Later the danger may recur. If the patient 
upon recovery expresses anger at being saved or 
continues to be depressed, a further attempt may 
be imminent. 

Persons making suicidal gestures frequently re- 
cover their equanimity rapidly, become reconciled 
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to those with whom they have quarrelled, and go 
about their business within a few hours or days as 
if nothing had happened. 

Any threat or attempt at suicide calls for psycho- 
therapeutic help. If a person has so exhausted his 
resources for handling his personal problems as to 
consider or threaten killing himself, he needs assist- 
ance in finding other more constructive means of 
solving those problems. 


Detection of Danger of Homicide 
Although the physician is frequently called to 


see suicidal persons, he does not ordinarily have 
the opportunity to examine assaultive or homicidal 
persons’ before they have become violent. However, 
doctors do often treat two groups of persons who 
are potentially homicidal. 

The first group is composed of persons in whom 
assaultiveness is released by drugs or alcohol. Fre- 
quently, in these patients, minor forms of assaul- 
tiveness are revealed before a murder is committed, 
and the physician then has time to recommend 
hospital care for the patient. 

Paranoid persons compose the second group of 
potentially homicidal persons who may seek medical 
advice. Paranoid trends occur in a large number of 
mental disorders. Only a few paranoid persons ac- 
tually become assaultive. General practitioners do 
not usually treat paranoid patients because of the 
possible dangers and the therapeutic difficulties. 
But many of these people seek medical help for the 
relief of hypochondriacal symptoms, which are com- 
mon in paranoid persons, although by no means 
restricted to them. 

The doctor should be alerted to possible danger 
when a patient with severe hypochondriasis angrily 
insists that “something be done” about his condi- 
tion, or when he begins to blame his illness on 
someone else in a delusional manner. If the patient 
becomes threatening or if he enters a panic state 
because he feels someone is trying to harm him, he 
should be placed in a hospital. 

The best clue to the degree of danger from a 
paranoid patient lies in the evaluation of the amount 
of feeling expressed by the patient in stating his 
grievances and outlining his plans for retaliation. 
Fortunately many paranoid persons (especially 
schizophrenics) continue to cherish persecutory de- 
lusions, but lose the strong feelings which once 
went with these ideas. With the loss of strong feel- 
ings, the danger of retaliation against the supposed 
enemies abates. 
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When To Admit Patients to a Hospital 


Physicians are often perplexed by the problem of 
when to admit a psychiatric patient to a hospital. 
In the past, too often the decision has been influ- 
enced by a wish to prevent the stigma of an admis- 
sion to a psychiatric facility. Families often consid- 
ered their own embarrassment more than the needs 
of the patient. Now with increasing psychiatric fa- 
cilities in general hospitals and increasing under- 
standing of mental illness, this is less of a problem. 
But even today, doctors may still be tempted to con- 
sider the feelings of a misinformed or prejudiced 
family more important than the provision of good 
care for the patient. In most instances the decision 
for admission should be based on whethef or not 
this step will help the patient. We recognize four 
chief indications for admission to a psychiatric fa- 
cility. 

1. Patients are admitted when the hospital provides 
a treatment which cannot be offered in the office or 
clinic. For example, insulin coma therapy and usu- 
ally electroshock therapy require hospital care. 

2. Patients are admitted to a hospital in order to 
provide for them relief from the stresses to which they 
have been exposed. The hospital becomes a shelter 
against further stimuli much the way a cast protects 
a fractured leg. This criterion requires the family 
physician to weigh carefully the relative compo- 
nents of outer stress and inner weakness in the eti- 
ology of the patient’s illness. Where stress is great, 
hospital care may be of considerable value. Many 
patients improve with great and gratifying rapidity 
when they are removed from their homes to a 
hospital. 

3. Patients are also admitted to a psychiatric unit or 
hospital when they are no longer able to function effec- 
tively in a community and become a burden on others. 
Thus a quiet, innocuous schizophrenic mother was 
admitted to a psychiatric facility because she had 
ceased to do her housework, and by her excessive 
dependency had, in effect, become another child in 
the family additional to her own children. Her care 
was an extra and crippling burden to her husband 
who was trying also to care for their children. Her 
admission was recommended to give him some re- 
lief. Thus the hospital can occasionally provide 
shelter for the family from the patient, as well as 
shelter for the patient from the family. 

4. Patients are admitted when they become a danger 
to themselves or others; that is, when they are judged 
potentially or imminently suicidal or assaultive or 
homicidal. Such symptoms as wandering away from 


Patients may need to be admitted to 
protect them from the environment. 


home or refusal to eat, both of which could lead to 
death, are considered indirectly suicidal and indi- 
cate a need for hospital care. 

When the time for admission to a psychiatric fa- 
cility arrives, the need for this should be explained 
to the patient. This rule holds even when the patient 
is quite psychotic and apparently out of touch with 
those around him. We do this because of our con- 
viction that psychotic persons should be treated 
with fully as much respect and consideration as any 
other patient or person. Furthermore, many such 
patients actually understand more of what is being 
done for and to them than is appreciated at the 
time. Frequently patients remember with resent- 
ment, deceptions or humiliations to which they 
were exposed even with the best of intentions by 
those around them. 

Recognizing the fairness of discussing the need 
for hospitalization with the patient does not imply 
that the decision should always be left to him. Many 
patients who require admission to a hospital lack 
sufficient judgment for a correct decision. This must 
then be made and carried out firmly, but kindly, 
after the patient has been informed of it. 


Referring a Patient to a Psychiatrist 


When a patient requires hospital care in a psy- 
chiatric facility, when the best efforts of a general 
practitioner are unavailing in psychotherapy, or 
when a patient is too disturbed even for an attempt 
with these efforts, referral to a psychiatrist is indi- 
cated. The success of this referral may depend 
greatly upon how it is handled. 

As a preliminary step in the referral the general 
practitioner should give the patient an explanation 
of the problem as he sees it. This explanation 
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should include sufficient detail to allay anxiety and 
to indicate the reason for the referral. To be avoided 
are such brief comments as “Your trouble is in your 
nerves. I want you to see Dr. So-and-so. I can’t do 
any more for you.” 

The general practitioner does a complete study 
of the patient. He is in a much better position than 
the psychiatrist to say which complaints arise from 
emotional disturbances and which have or may have 
other origins in structural disease. Therefore he 
should explain the mechanisms of the symptoms to 
the patient. If some of the symptoms are physical, 


Patients may need to be admitted to 
protect the environment from them. 
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the patient should be informed in simple language 
of the facts of psychosomatic relationships. The 
physician can then say that he believes the illness 
calls for the special talents and experience of a psy- 
chiatrist. To this he can add a word about the quali- 
fications of the psychiatrist to whom he is referring 
the patient. 

Frequently the general practitioner will have to 
explain to the patient that a referral to a psychia- 
trist carries no implication of “insanity” cr even of 
serious mental disorder, since today “normal” per- 
sons with all degrees of emotional or mental prob- 
lems consult psychiatrists. 

It is unhelpful to extol the psychiatrist too highly, 
thus unrealistically raising the patient’s expecta- 
tions. It is equally unhelpful to refer to the psychia- 
trist in terms which imply he is being called in as a 
last resort in a hopeless case. Sometimes, even after 
careful explanations, patients feel they are being 
“pushed off” onto another doctor. This attitude can 
often be modified if the general practitioner indi- 
cates continuing interest in the patient and his wish 
to follow the case and see the patient from time to 
time. The physician should write a letter of referral 
to the psychiatrist, and furnish the latter with pre- 
liminary information about the patient. Correspond- 
ingly a good psychiatrist will encourage the refer- 
ring doctor to continue his interest in the patient 
and will write him occasional reports of progress. 


SuppEN death without demonstrable cause may be due to vagal 


IN BURNED PATIENTS, a normal or elevated blood pressure due to the 
pressor effect of released toxins may mask severe shock. 


MorpPHINE given postoperatively to patients who have had pentothal 
anesthesia potentiates the pentothal effect. 


—WituuM S. REvENoO, M.D., 711 Medical Maxims, Charles C Thomas 
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wrong: 


1. ACTH and cortisone are of definite therapeutic 


value in: 


1. Acute lymphatic leukemia, idiopathic acquired hemo- 
lytic anemia, idiopathic thrombocytopenic purpura. 

2. Acute lymphatic leukemia, Hodgkin’s disease, acquired 
hemolytic anemia. 

3. Acute myelocytic anemia, lymphosarcoma, sickle cell 
anemia. 

4. Idiopathic acquired hemolytic anemia, multiple mye- 
loma, congenital hemolytic anemia. 

5. Idiopathic thrombocytopenic purpura, acute stem cell 
leukemia, acute aplastic anemia. 


2. The most common complication of stilbamidine 
therapy for blastomycosis is: 


1. Anaphylactic shock. 4. Trigeminal neuropathy. 
2. Destructive lesions in the 5. Skin rash. 


kidneys. 
3. Destructive lesions in the 
liver. 


3. Thyroid hormone therapy is usually valuable in: 

1. Hypothyroidism, hypopituitarism, habitual abortions. 

2. Sterility, malignant exophthalmos, large single non- 
toxic thyroid nodule. 

3. Obesity, hypometabolism, hypopituitarism. 

4. Hypothyroidism, sterility, dry skin. 

5. Habitual abortion, hypothyroidism, nontoxic multi- 
nodular goiter. 


4. Air travel is contraindicated in all but one of the 
following: 
1. Active peptic ulcer. 


2. Severe anemia. 
3. Pneumothorax. 


4. Compensated valvular 
heart disease. 
5. Acute otitis media. 


5. One of the following is contraindicated in the 
treatment of the acute asthmatic attack: 

1. Demerol. 

2. Morphine. 

3. Eighty per cent nitrogen and 20 per cent oxygen. 

4. Eighty per cent helium and 20 per cent oxygen. 

5. Intravenous sodium iodide. 


6. The barium meal roentgenogram shown in the 
illustration in the opposite column shows: 

1. Carcinoma of the stomach. 

2. Carcinoma of the esophagus. 

3. Cardiospasm. 

4. Esophageal hiatus hernia. 

5. Peptic ulcer. 


7. One of the following statements concerning epi- 
demic hepatitis and homologous serum hepatitis is 


1. Gamma globulin protects against epidemic hepatitis. 
2. Virus in the stools is found in epidemic hepatitis. 
3. Incubation period for epidemic hepatitis is 60 to 90 
ys. 
4. Virus of homologous serum hepatitis is found in the 
blood. 
5. Epidemic hepatitis usually occurs under the age of 30. 


8. In a patient having heart failure, hyperthyroid 


heart disease should be suspected when: 


1. The B.M.R. is elevated. 

2. Digitalis fails to control the ventricular rate in auricular 
fibrillation. 

3. Digitalis fails to control the auricular rate in auricular 
fibrillation. 

4, The hair is prematurely grey in a tall, thin patient with 
heart failure. 

5. Digitalis fails to control the heart rate in sinus tachy- 
cardia. 


9. Select the statement which is unreliable as a guide 


to “rational” antibiotic therapy. 


1. The basic guide to rational antibiotic therapy is identi- 
fication of the etiologic agent of the disease. On occa- 
sion, but not usually, it is also necessary to define the 
antibiotic sensitivity of the agent by laboratory testing. 

2. Antibiotic therapy is deferred until reports are avail- 
able from bacteriologic studies. 

3. Clinical characterization of a febrile disease according 
to its predominant symptomatic localization permits 
reasonable inferences concerning the probable patho- 
gens of the organ systems involved. 

4. Valid inferences concerning the probable etiologic 
agent of a disease may be drawn from clinical evidence. 
Immediate therapy is largely dependent on such pre- 
sumptive diagnosis. 

5. The maintenance or modification of therapy will de- 
pend on (a) critical evaluation of therapeutic response, 
(b) the results of bacteriologic studies initiated prior to 
therapy. 


GP e Volume IX, Number 1 


| 
: 
; \ 
| 
| 
| 
| 
| 
| 
§ 
— 
76 
: 


10. A 36-year-old man having a respiratory disease 
thought to be primary atypical pneumonia, on the sixth 
day of illness, develops moderately severe, pressure-type 
substernal pain. This is accompanied by dyspnea and 
cyanosis, and a loud crackling sound becomes audible 
over the front of the chest. The complication is: 

1. Myocarditis. 4. Heart failure. 


2. Pleurisy. 5. Mediastinal emphysema. 
3. Pericarditis. 


11. In a case of subacute thyroiditis, which one of 
the following findings is unlikely to be present? 


1. Thyroid pain and 4. High uptake of radio- 


tenderness. active iodine. 
2. Fever. 5. Prompt resolution in re- 
3. Fast sedimentation rate. sponse to x-ray therapy. 


12. When epilepsy has its onset in the second decade 
of life, which one of the following groups of causes is 
most likely? 

. Birth injury, degeneration, congenital. 

. Birth injury, febrile thrombosis, head trauma. 

. Cause unknown, head trauma. 

. Head trauma, neoplasm. 

. Head trauma, neoplasm, premature arteriosclerosis. 


13. In the following list, which item is not an impor- 
lant warning signal for suicide? 

1. Depression with expression of guilt, tension, and agi- 

tation. 

2. Insomnia with great concern about it. 

3. Severe hypochondriasis. 

4. Expression of suicidal intent. 

5. Thinking about suicide. 


14. A 4-year-old girl has a persistent watery, foul 
vaginal discharge that is intermittently bloody. Re- 
cently pain and tenderness have developed in the peri- 
neum. Penicillin and sulfonamide therapy have been in- 
effective. Diagnosis in this case is most likely to be 
made by: 

1, Combined rectal-digital and vaginal-instrumental exami- 
nation. 

2. Biopsy of cervix. 

3. Biopsy of vagina. 

4. Bacteriologic studies. 

5. Urinalysis. 


15. Among the following, select the group of features 
that is most characteristic of direct inguinal hernia: 


. Embryologic defect, may strangulate, rarely recurs. 

. Young men, reduced with difficulty, frequently recurs. 
. Older men, reduced easily, rarely strangulates. 

. Young men, often strangulates, often recurs. 


1 
2 
3 
4 
5. Older men, often strangulates, rarely recurs. 


which one of the following statements is false? 


16. One of the following types of congenital heart 

disease is usually associated with cyanosis: 

. Patent ductus arteriosus. 

. Coarctation of the aorta combined with patent ductus 
arteriosus. 

. High interventricular septal defect. 

. Interatrial septal defect. 

. Transposition of the great vessels. 


om noe 


17. The most common site for accidents in the home 
is: 


1. Kitchen. 4. Cellar. 
2. Bathroom. 5. Yard. 
3. Bedroom. 


18. A patient having tinnitus and progressive deaf- 
ness in the right ear develops vertigo and vomiting. 
The corneal reflex is absent on the right. Additional 
findings that might be expected in this case are: 

1. Nystagmus, contracted visual fields. 

2. Nystagmus, ataxia, papilledema. 

3. Ataxia, Babinski reflexes. 

4. Evidence of niacin deficiency. 

5. Loss of deep tendon reflexes. 


19. Regarding cortisone and phenylbutazone, which 
one of the following statements is false? 


1. Both increase insulin requirements of diabetics. 

2. Both are antirheumatic drugs which are effective in 
rheumatoid arthritis and gout. 

3. Both induce retention of sodium and water. 

4. Both reactivate peptic ulcers. 

5. Mechanism of action is as yet obscure. 


20. Regarding hemangiomas, which one of the fol- 
lowing statements is false? 

1. Majority are present at birth. 

2. More common in females. 

3. Most common location is above shoulders. 

4. Usually malignant. 

5. Often can be treated effectively by injection of scleros- 

ing solution. 


21. For most cases in which a diagnosis of nephropto- 
sis is made, treatment should be: 

1. Nephrectomy. 

2. Nephropexy. 

3. Weight gain. 


4. Special corset. 
5. Psychotherapy. 


22. Regarding buckling of the innominate artery, 


. Often associated with arteriosclerosis and hypertension. 
. Best treated by surgical metheds. 
. Often confused with aneurysm. 
. Can be diagnosed by angiocardiography. 
. Requires no treatment. 
Answers appear on page 133. 
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Practical Cherapeutics 


Potassium Deficiency 


Duke University School of Medicine, Durham, N. C. 


Loss of body potassium results in a symptom com- 
plex which, when recognized, can be relieved by 
replacing the potassium so lost. Should not the 
replacement be made or should it be delayed, it is 
believed that a point is reached when the reversal 
to a normal state is not possible, and the depletion 
becomes incompatible with life. Replacement of the 
lost potassium may not have any effect on the un- 
derlying disease which produced the loss. How- 
ever, in some abnormal conditions, convalescence 
is delayed until the normal state of potassium meta- 
bolism has been restored. 

Early recognition of these symptoms and know- 
ledge of the clinical states that may be associated 
with depletion of body potassium, therefore, be- 
come imperative if the general health of the patient 
is to be handled efficiently. Fortunately, it is pos- 
sible to prevent the symptoms from appearing by 
anticipating such loss of potassium and by the judi- 
cious administration of this ion before the loss 
becomes great. For example, in diabetic acidosis, 
in prolonged vomiting or diarrhea, replacement of 
potassium in adequate amounts will prevent the 
symptom complex from appearing. 


Distribution of Potassium 


Potassium should not be thought of in terms of 
a drug that exerts a certain pharmacologic action 
but as an element that exists in the fluids of the 
body in concentrations that are fairly constant for 
each particular fluid. In the vascular fluid the con- 
centration of potassium is maintained at 4.0 to 5.5 
mEq./l. There is evidence that supports belief that 
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the same concentration is maintained in the inter- 
stitial fluid. The intracellular fluid, on the other 
hand, contains larger amounts of potassium. The 
concentration of potassium within the cell has been 
estimated as being 150 to 160 mEq./l. of cell 
water. It is obvious then that potassium is the chief 
cation of the cell. It has been estimated that total 
exchangeable potassium in health varies between 
40 to 50 mEq./l. per kilogram of body weight. 
Therefore, the total amount of potassium in a man 
whose weight is 70 kilograms would be between 
2,800 and 3,500 mEq. The concentration of potas- 
sium as well as other electrolytes in the several 
gastrointestinal fluids is quite high and does not 
follow the laws that regulate the electrolyte balance 
between the cells and the interstitial and vascular 
spaces. The content of potassium in the digestive 
juices is determined to some extent by secretory 
functions of the cells of the glands of the gastro- 
intestinal tract. 

The concentration of potassium in the water of 
the extracellular spaces depends ultimately on the 
availability and loss of the ion to the interstitial 
space. The ion may be available by absorption from 
the gut or transported across the cell membrane 
from the intracellular water. It is evident then that 
any alteration in the concentration of potassium 
in the lumen of the intestine will be reflected even- 
tually in the concentration of the serum. Likewise, 
factors that disturb the normal Gibbs-Donovan 
equilibrium will result in an exchange of potassium 
between the intracellular phase and the extracell- 
ular phase. There is evidence that supports the 
notion that the transport of ions across the cell 
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membrane is effected by actual metabolic proces- 
ses and that the Gibbs-Donovan equilibrium is not 
the only mechanism responsible for this shift. 
Potassium is lost from the interstitial spaces by one 
of two mechanisms: by excretion in the urine or by 
entering the cell. 

It becomes evident from the foregoing that the 
conservation of the body potassium depends pri- 
marily on the actual supply available to the extra- 
cellular fluids; when circumstances occur to inter- 
fere with the supply, or the loss becomes greater 
through excretion of this ion in the urine or stool, 
or when there is interference with the normal os- 
motic equilibrium exchange between the intra- and 
extracellular spaces, a deficiency of potassium in 
the serum will occur. 


Symptoms of Potassium Deficiency 


The symptoms of hypokalemia are indeed similar 
to those of hyperkalemia and do not afford an ac- 
curate diagnostic aid. However, by the recognition 
of the many factors involved, one may suspect 
hypokalemia, and more definitive steps may be 
taken to establish the diagnosis. 

The first symptoms that occur are malaise and 
a sense of not feeling altogether well. Since hypo- 
kalemia may follow or may be associated with other 
illnesses, the symptom of malaise may not seem im- 
portant to either the patient or the physician. 
Muscular weakness is almost invariably noted and, 
when present with malaise, may lead one to sus- 
pect hypokalemia. In instances of chronic potas- 
sium deficiency, these symptoms may persist for 
many months and are frequently interpreted as 
being due to emotional instability. Vague muscle 
and abdominal aches and pains are sometimes as- 
sociated with low potassium, and again the physi- 
cian may not attach much significance to this com- 
plaint. 

In the more severe and acute instances of hypo- 
kalemia, muscular paralysis may be present. The 
severe muscular weakness and paralysis usually 
begins in the muscles of the extremities and later 
involves the muscles of respiration. 

Infrequently patients may complain of difficulty 
in swallowing, although objective manifestations, 
such as regurgitation and choking, are only rarely 
observed. 

There are no characteristic signs demonstrated 
on physical examination, although the heart sounds 
may be muffled and distant, and there may be hypo- 
active tendon reflexes. 


Diagnostic Aids 


The most accurate and, in the final analysis, the 
only method of establishing the diagnosis of hypo- 
kalemia is the determination of the concentration of 
potassium in the serum. In addition to the potas- 
sium, the concentration of other electrolytes should 
be estimated, particularly sodium, chloride, and bi- 
carbonate. The hematocrit should also be deter- 
mined. Fortunately, the flame photometer method 
offers a rapid and accurate means of estimating the 
concentration of sodium and potassium. More hos- 
pital laboratories are being equipped with this in- 
strument, and tests on patients presenting the hypo- 
kalemic syndrome can be obtained readily and fre- 
quently. 

Another and readily available diagnostic aid is 
the electrocardiogram. In the presence of severe 
myocardial damage following infarction, digitalis 
intoxication, etc., there may be certain difficulties in 
interpretation. Otherwise there is no great problem. 
The changes observed usually occur in sequence 
as the concentration of the serum potassium is de- 
creased. However it must be emphasized that no 
particular change takes place at a given concentra- 
tion. The first abnormality noted is prolongation of 
the Q-T interval. For the normal, or average, heart 
rate the Q-T interval is usually less than one-half 
the R-R interval, although this is not infallible. The 
T wave becomes low and broad, and should the 
hypokalemia become quite severe, the T wave may 
become depressed or inverted, and a low take-off of 
the S-T segment is noted. The most marked elec- 
trocardiographic change observed is a low depressed 
S-T segment with a slow rise to a low flat T wave. 
This usually occurs when the concentration of the 
serum potassium is 1.5 mEq./]. or lower. 


Clinical States 


Table I outlines the clinical states in which potas- 
sium deficiency has been observed. Although this 
list is not complete, it serves to point out that the 
syndrome of hypokalemia is associated with a wide 
variety of clinical abnormalities and is occasionally 
mistaken for some of the symptoms occurring in the 
primary illness. Although it is debatable whether 
hypokalemia per se is incompatible with life, there 
is little doubt that convalescence is prolonged, and 
in instances of failure to recognize the condition, the 
patient may live the life of a complete cardiac in- 
valid. An example of this kind will be described 
later in the article. 
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INADEQUATE ABSORPTION 


Since Howard demonstrated that hypokalemia 
may occur in a poorly nourished, chronically ill pa- 
tient, it has become the usual practice to add potas- 
sium salts to the perfusate that is given such pa- 
tients. In a general hospital practice, there are many 
such patients, and only by anticipating the need for 
potassium, can the convalescence be altered for the 
better. The serum potassium concentration need 
not reflect the true state of potassium deficiency 
since, in this group of patients, this estimation may 
be within normal limits, and it becomes necessary to 
do balance studies before the depletion of cellular 
potassium can be demonstrated. 

Extra amounts of potassium should be given not 
only during the time when intravenous alimentation 
is necessary for these patients, but also when feeding 
by mouth has started. These patients usually have 
poor appetites, and they refuse food except in small 
amounts. Occasionally the appetite promptly re- 
turns when the cellular potassium is restored. Often 
the actual turning point in the recovery from dis- 
ease begins soon after potassium administration is 
started. 


Table |. Clinical States Associated with Potassium Deficiency. 


1. INADEQUATE ABSORPTION 
A. Starvation or poor nutrition. 
B. Prolonged vomiting. 
C. Prolonged diarrhea. 
. Diarrhea of children. 
. Laxatives. 
. Bacillary dysentery. 
. Amebic dysentery. 
. Intestinal neoplasm. 
. Idiopathic ulcerative colitis. 
. Pancreatic steatorrhea. 
D. Faulty absorption from intestine, sprue, etc. 
E. Suction of stomach or intestine. 
F. Perfusion of intestine or peritoneum. 
G. Use of ion-exchange resins. 
. EXCESSIVE EXCRETION 
A. Nephrocalcinosis with hypokalemic, hyperchloremic acidosis. 
B. Hyperchloremic, hypernatremic, hypokalemic acidosis due to 
high nitrogen, deficient water intake. 
C. Postoperative hypokalemia with metabolic alkalosis. 
D. Hyperchloremic, hypokalemic acidosis due to ureterosig- 
moidostomy. 
E. Hypochloremic, hyponatremic, hypokalemic alkalosis due to 
chronic pyelonephritis. 
F. Uremia. 
. ENDOCRINE ABNORMALITIES 
A. Diabetic acidosis. 
B. Hormonal therapy: testosterone, 
adrenocorticotropin, cortisone. 
C. Cushing syndrome. 
\V. FAMILY PERIODIC PARALYSIS 
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These same thoughts are applicable for the indi- 
vidual suffering from diarrhea, regardless of the 
etiology. In instances of faulty absorption of potas- 
sium from the bowel, other elements as well are not 
absorbed. This is particularly true of calcium, and 
failure to recognize this fact may result in some con- 
fusion in the interpretation of the electrocardio- 
gram. A case in point was observed in this clinic, 
when a patient with sprue was studied. It was found 
that by adding potassium to the perfusate, the effect 
on the electrocardiogram was characteristic of hypo- 
calcemia, while when calcium was increased in the 
perfusate, the hypokalemic effect was obtained. 

In a recent ~eport of two patients who had been 
taking a vegetable laxative for many months, balance 
studies showed a marked loss of potassium, although 
symptoms were slight except for chronic fatigue and 
weakness. These symptoms were relieved when po- 
tassium was restored. One wonders then if some of 
the complaints of patients who have developed the 
“laxative habit” may not, in fact, have a physiologic 
basis. 


EXCESSIVE EXCRETION 


Nephrocalcinosis with Hyperchloremic, Hypokalemic 
Acidosis. The following case report will illustrate the 
invalidism that comes with failure to recognize this 
mechanism for a patient’s symptoms. 

A 42-year-old white nurse, for many years, had 
been having attacks of pyelonephritis and cystitis. 
Many forms of therapy, including sulfonamides, had 
been employed. Three years before admission to the 
hospital, she had developed a rather rapid onset of 
weakness, substernal oppression, and dyspnea. She 
was admitted to another hospital where a diagnosis 
of coronary occlusion was made. This was in part 
substantiated by abnormalities in the electrocardio- 
gram. Since that attack she had led the life of a 
cardiac invalid; any undue exertion would produce 
rather severe dyspnea. There had been several at- 
tacks of severe weakness and inability to move her 
arms or legs. Several hours before admission to 
Duke Hospital, she became completely paralyzed. 

On examination, the blood pressure was 110/75. 
Positive findings included rapid shallow respira- 
tions, muffled heart sounds, flaccid paralysis of the 
extremities, and electrocardiographic abnormalities 
consistent with hypokalemia. The serum potassium 
was 1.28 mEq./l.; serum chloride, 120 mEq./I.; 
and CO, combining power, 42 volumes per cent. 

Potassium was administered, along with a mixture 
of sodium citrate and citric acid, and the patient 
made an uneventful recovery. Although she has had 
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several attacks of pyelitis and, in fact, has been sub- 
jected to a nephrolithotomy since her recovery, she 
has shown no symptoms of hypokalemia. She has 
resumed an active life in her home and community. 

Hyperchloremic, Hypokalemic Acidosis Due to Ure- 
terosigmoidostomy. The following case history illus- 
_ trates a similar type of electrolyte abnormality but 
probably due to an entirely different mechanism. 

A 15-year-old white school boy, when admitted 
to the hospital, had had extreme weakness of his 
arms and legs for ten days. At the age of 10, he had 
received a gun shot wound to the lower abdomen, 
with destruction of the bladder and penis. A suc- 
cessful ureterosigmoidostomy was performed. After- 
ward he had gotten along very well except for occa- 
sional bouts of flank pains, associated with chills and 
fever. Intravenous pyelograms had shown evidence 
suggestive of pyelonephritis. About two weeks before 
admission, he had become busier than usual, and he 
had neglected to empty his sigmoid as frequently as 
he had been instructed to do. Ten days before ad- 
mission, when he was called in the morning, he was 
unable to get out of bed. 

Examination revealed extreme muscular weakness 
and hyporeflexia. An electrocardiogram showed the 
prolonged Q-T interval, low, long diphasic T waves, 
and wide QRS-T angle, which characterize low 
serum potassium concentration. The serum potas- 
sium was 1.4 mEq./I.; serum chloride, 130 mEq./I.; 
and COz2 combining power, 29 volumes per cent. 
The sodium, calcium, phosphorus, and NPN were 
within normal limits. 

Six days after beginning oral administration of a 
mixture of potassium acetate, potassium bicarbonate, 
and potassium citrate, the following changes had 
taken place in the serum: potassium, 3.5 mEq./l.; 
chloride, 112 mEqg./I.; CO2 combining power, 52 
volumes per cent. At this time he had no muscular 
weakness, and he was sent home with instructions 
to continue taking the potassium mixture. 

Pyelonephritis may have produced the hypoka- 
lemia in this boy. However, another mechanism may 
be the true explanation. It has been observed fre- 
quently, following ureterosigmoidostomy, that there 
is a fall inthe concentration of serum potassium and 
bicarbonate and an increase in the serum chloride. 
The hypokalemic acidosis develops even in the 
presence of apparently normal kidney function. 
This observation has led to experimental work which 
demonstrates that potassium is lost through the 
bowel wall into the fluid of the colon. Actually, 
gradients are established across the colonic mucosa 
so that, when an isotonic sodium chloride solution is 


instilled into the colon, sodium will be transported 
toward the vascular bed, while the potassium con- 
centration of the colonic fluid will be increased. It 
has not been determined whether this gradient is due 
to secretion of potassium or absorption of sodium. 
Chloride is reabsorbed, while on the other hand bi- 
carbonate is probably excreted. This would account 
for the hyperchloremic acidosis. In the experimental 
animal, as the cecum is approached, the more effi- 
ciently does the mechanism work. 

This confirms the clinical observation that a pa- 
tient whose ureters are transplanted low in the sig- 
moid fares much better than one whose transplants 
are higher. For many years urologists have advised 
their patients with ureteral transplants to empty the 
colon frequently. Accumulation of urine in the colon 
would behave in much the same fashion as isotonic 
sodium chloride—allowing sodium and chloride to 
be transported toward the interstitial space, while 
bicarbonate and potassium would move to the lumen 
of the bowel. 

Hypochloremic, Hyponatremic, Hypokalemic Alka- 
losis Due to Chronic Pyelonephritis. The following 
case report is included to illustrate the marked defi- 
ciency of cellular potassium that may occur in cases 
of pyelonephritis, and the enormous amounts of po- 
tassium necessary to replace this loss. 

A 15-year-old colored male had never been in 
good health and had always been rather small for 
his age. He had attended school irregularly and had 
advanced only to the fourth grade. He had been in 
his usual fair state of health until four weeks before 
admission to the hospital. At that time he began 
having morning nausea and vomiting, although he 
would bring up only small amounts of material. One 
week before admission he became disoriented and 
stuporous, only to improve for a few days. Twenty- 
four hours before admission, he again became dis- 
oriented and lapsed into deep coma. Muscular weak- 
ness had been a prominent symptom for several 
months. 

Physical examination revealed an underdeveloped 
colored boy who could be aroused only by painful 
stimulation. The blood pressure was 90/70. The 
heart sounds and the tendon reflexes were normal. 
An electrocardiogram was characteristic of hypo- 
kalemia. X-ray studies of bones, including the skull, 
did not show demineralization or other abnormal- 
ities. Intravenous urograms showed bilateral hydro- 
nephrosis. Barium examination of the gastrointes- 
tinal tract revealed no abnormalities. There was a 
slight anemia. The urine had a fixed specific gravity 
between 1.007 and 1.010 with one plus albumin and 
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an occasional red cell and white cell along with 
granular casts. 

Chemical tests on the blood gave the following 
results: sugar, 145 mg. per 100 cc.; NPN, 25 mg. 
per 100 cc. ; CO2 combining power, 130 volumes per 
cent; chloride, 41.3 mEq./l.; sodium, 128.2 mEq./I. 
potassium, 1.28 mEq./l.; calcium, 9.1 mg. per 100 
cc.; phosphorus, 3.8 mg. per 100 cc. 

Intravenous administration of potassium chloride 
was begun immediately, and when the boy was able 
to take fluids by mouth, large quantities of potassium 
were administered. Accurate balance studies were 
not made. However, on the sixth hospital day the 
potassium intake was estimated to be approximately 
950 mEq., while the output in the urine was 415 
mEq. 

The patient made a good symptomatic recovery. 
Four months after discharge from the hospital, 
chemical tests on the blood were essentially normal. 
He was then attending school and had no symp- 
toms, except for general sluggishness, both physical 
and mental. Unfortunately we have not been able to 
follow this boy during the past year. 

The mechanism producing these remarkable 
changes is not known. However, it is supposed that 
the defect was primary in the kidney since there 
were definite changes of hydronephrosis. This hy- 
pothesis is further supported by the fact that no 
abnormality of the gastrointestinal tract could be 
shown. A similar pattern of the electrolytes may be 
observed in postoperative hypokalemia or metabolic 
alkalosis, but rarely if ever to the extreme degree 
shown by this patient. While urinary excretion of 
sodium, chloride, and potassium was estimated, 
complete balance studies were not made. 

Regardless of the mechanism for hypokalemia, 
two important facts stand out in this case. First, the 
presenting symptoms were mental confusion and 
coma, with relatively slight evidence of muscular 
weakness. Undoubtedly the mental symptoms were 
due not alone to severe potassium loss, but also to 
the other changes in the electrolyte picture. Per- 
haps these severe changes likewise would explain 
the absence of paralysis. It is of considerable interest 
that uremia was not present, nor was there any 
alteration in the calcium and phosphorus metab- 
olism, as reflected by the estimation of these sub- 
stances in the serum. From the history it is inferred 
that this abnormality existed for many years, and it 
is supposed that some mechanism evolved within 
the body cells for them to continue functioning but 
at a lower level. In the severe actue hypokalemia, 
the cells do not adjust to the loss of potassium. 
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The second fact which is of great interest con- 
cerns the enormous amounts of potassium that were 
given to this boy, with only a relatively slight in- 
crease in the serum potassium concentration. Al- 
though the stools were not analyzed for potassium, 
it can be said that the potassium was not lost in the 
urine, since for any one day for a period of thirty 
days, more than 500 mEq. of potassium were un- 
accounted for. Furthermore, any attempt to decrease 
the intake of potassium resulted in appearance of 
weakness and diminished mental activity. 


ENDOCRINE ABNORMALITIES 


Diabetes Mellitus. Perhaps diabetic acidosis should 
be included under the heading of “‘faulty excretion.” 
Since primarily this condition is due to a lack of in- 
sulin, it has been included in the endocrine group. 

Fortunately, diabetic acidosis is encountered with 
far less frequency than it was even a very few years 
ago. This fact is a tribute to the increased skill of 
physicians in the care of patients who have diabetes. 
However, when acidosis does develop, it is well to 
remember that severe and perhaps fatal potassium 
deficiency may follow. The loss of total body po- 
tassium takes place by a potassium diuresis begin- 
ning in the very early stages of acidosis. Should the 
acidosis be prolonged, enormous amounts of potas- 
sium are lost and must be replaced. 

Of course, potassium is only one of many sub- 
stances that are deficient in the patient who has dia- 
betic acidosis. No order of importance can be given 
when considering water, sodium, and insulin. Bi- 
carbonate can be furnished by metabolic processes if 
sufficient insulin is given the patient. Other min- 
erals such as chloride and magnesium are also defi- 
cient, and while the former is replaced more or less 
automatically along with sodium, the significance of 
replacing magnesium is not known. When acidosis 
becomes apparent in the diabetic, vigorous replace- 
ment of all deficient substances should be made. 

Sodium, chloride, and water should be given in 
the form of an isotonic saline solution, insulin should 
be given in sufficient quantities to restore normal 
carbohydrate metabolism, and potassium should be 
administered in sufficient quantities to replace that 
lost from all fluid compartments of the body. Al- 
though the mortality rate in severe diabetic acidosis 
has been greatly reduced, a rare patient is seen in 
whom severe acidosis has been present for a long 
time and in whom the replacement of all deficient 
substances, including potassium, does not have a 
beneficial effect. The patient dies without regaining 
conscioust.ess. 
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Hormonal Therapy. Certain forms of hormonal 
therapy, notably testosterone, adrenocorticotropin, 
cortisone, and hydrocortisone, are accompained by 
an increase in the excretion of potassium. The 
widespread use of these substances in a variety of 
diseases has forcibly focused the physician’s atten- 
tion on the metabolic disturbances which may 
follow too vigorous administration. Although these 
complications are widely known, it is well again 
to stress the side effects of these substances. There 
is considerable doubt that hypokalemia per se is 
responsible for all distressing symptoms observed, 
such as lassitude and mental confusion, but a de- 
ficiency of potassium may play an important role. 

The mechanism for hypokalemia following the 
administration of these substances is a potassium 
diuresis resulting from a direct effect upon renal 
tubular epithelium. In patients whose renal func- 
tion is adequate, and in whom fairly large quanti- 
ties of these hormones are necessary to control dis- 
ease, it is a good practice to give added potas- 
sium. Hypokalemia accompanying Cushing’s syn- 
drome is similar in all respects to that obtained after 
administration of the above-named hormones. 


FAMILY PERIODIC PARALYSIS 


This clinical syndrome is placed in a category 
by itself since little is known about the pathogenesis 
or the metabolic alterations. It is characterized by 
recurring and unpredictable attacks of paralysis of 
the extremities, and in some attacks the muscles of 
respiration become involved. Associated with the 
paralysis is a fall in the concentration of the serum 
potassium. It has been postulated that the potassi- 
um shifts to the intracellular space since there is 
no increase in the excretion of potassium in the 
urine, as determined by balance studies. In one 
patient observed in this hospital, the serum potas- 
sium fell to 1.8 mEq./l. approximately six hours 
after the onset of an attack. 

Prompt relief is obtained after the administra- 
tion of potassium either by mouth or by injection. 
Patients subject to these attacks of paralysis learn to 
anticipate the onset and are able to prevent severe 
symptoms by taking potassium by mouth. 

By anticipating hypokalemia or by recognizing 
it at an early stage, therapy in most instances is 
quite simple and gives gratifying results, although 
the outcome of the underlying disease may not be 
affected. Prophylaxis may be accomplished by the 
oral administration of potassium in the form of 
foods containing large amounts of potassium or 
any of the more common salts of potassium. Even 


after the syndrome has developed it is safer and 
better to give potassium by the oral route. 

The most commonly used salt is potassium 
chloride, which may be given as a tablet or in a 
solution mixed with a vegetable or fruit juice. Huge 
quantities may be given if it is thought that such 
heroic amounts are necessary. In one of the cases 
recorded here, the patient received 250 cc. of a 25 
per cent solution of potassium chloride. This 
amount represented 67.5 grams (865 mEq.), or 
approximately 25 per cent of the estimated total 
body potassium. Fortunately such instances are 
rare since, in most cases, 3 to 6 grams (40 to 80 
mEq.) is an adequate total daily dose to replace 
lost potassium. 

For patients who have associated hyperchloremia, 
it is more satisfactory to use a mixture containing 
1 gram each of potassium acetate, potassium bicar- 
bonate, and potassium citrate, dissolved in 8 cc. 
of water (5 cc. of this mixture contains 15 mEq. of 
potassium). It is best that this be given mixed with 
fruit or vegetable juice. 

Parenteral administration of potassium is re- 
sorted to only when a state of emergency is en- 
countered or when the function of the gastro- 
intestinal tract is so altered that potassium is no 
longer available to the vascular fluid. It has been 
estimated that the concentration of potassium in 
the serum should not be allowed to exceed 7 
mEq./l. Therefore the rate of infusion as well as 
the concentration of potassium must be considered. 

It is our usual practice to add 2 grams of potas- 
sium chloride (26.5 mEq.) to 1,000 cc. of isotonic 
normal saline solution or dextrose solution. The 
solution is administered at approximately 150 drops 
per minute, which in actual potassium received is 
16 mEq. per hour. Under no circumstances should 
the administration exceed 20 mEq. per hour. It 
has been reported that as much as 3.7 mEq. of 
potassium per kilogram of body weight per day 
has been given when administered at the rate of 20 
mEq. per hour. A solution of potassium phosphate, 
buffered to a pH of 7.4, is now available commer- 
cially, and it is recommended as being more physi- 
ologic, particularly in instances of hyperchloremia. 

Great caution should be used when administer- 
ing potassium in the presence of renal disease. 
Potassium should never be given intravenously 
when anuria or an oliguria of less than 500 cc. 
exists. Even the oral administration of potassium 
under these circumstances should be guarded, and 
the concentration of this ion should be determined 
frequently. 
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Cips from Other Journals 


Ballistocardiography in Arterial Disease 


Since ballistocardiography is currently being studied 
as an aid in cardiac diagnosis, Master and co- 
workers thought it would be important to investigate 
the influence of peripheral arterial disease upon the 
ballistocardiogram. Accordingly they obtained bal- 
listocardiograms in patients having peripheral 
arterial disease and no evidence of heart disease. 
There were thirty-six patients less than 50 years 
old who had uncomplicated arteriosclerotic peri- 
pheral vascular disease or uncomplicated thrombo- 
angiitis obliterans. Twenty-eight of this group had 
abnormal ballistocardiograms. (Resting ballisto- 
cardiograms are abnormal in less than 7 per cent 
of “normal” subjects who are less than 50 years 
old.) The authors therefore concluded that peri- 
pheral vascular disease per se may produce an 
abnormal ballistocardiogram in the absence of 
cardiac disease. (Am. Heart J., 46:180, 1953.) 


Amputation in a Hemophiliac 


Cranpon and his co-workers present a case of 
hemophilia in a 5-year-old boy in whom a hematoma 
of the popliteal space developed. As a result of this 
hematoma the circulation to the lower leg was im- 
paired. Incision of the popliteal fascia was unsuc- 
cessful in relieving local pressure. Because of this 
a midthigh amputation had to be performed. The 
patient’s wound continued to ooze postoperatively. 
However, local pressure as well as repeated transfu- 
sions of fresh whole blood successfully controlled 
the bleeding. (New England J. Med., 249:657, 
1953.) 
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Antimicrobial spectra of various antibiotics. 


Surgical Infections of G-I Tract 


In 1s discussion of antibiotics for surgical infections 
of the gastrointestinal tract, Pulaski presented the 
antimicrobial spectra of various antibiotics as shown 
in the accompanying diagram prepared from the 
author’s original. In addition, he noted certain 
trends in bacterial sensitivities that can be outlined 
as follows: 

1. Hemolytic streptococci: susceptible to all 
antibiotics except streptomycin, neomycin, and 
polymyxin. 

2. Staphylococci: 85 per cent of strains sus- 
ceptible to erythromycin and chloramphenicol; 50 
to 60 per cent susceptible to penicillin, strepto- 
mycin, oxytetracycline. 

3. Escherichia coli: 80 per cent susceptible to 
streptomycin and broad-spectrum antibiotics. 


Tubercle Gram Positive Meningococci Rickettsia 


Adapted from Surgery, Gynecology, and Obstetrics 
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4. Proteus species: 50 per cent susceptible to 
streptomycin, chloramphenicol, and neomycin; 
synergistic effect when penicillin and chlorampheni- 
col are combined. 

5. Pseudomonas strains: 90 per cent susceptible 
to polymyxin; one-third susceptible to strepto- 
mycin and oxytetracycline. 

For suppression of bacteria in the colon as a 
prelude to intestinal surgery, the author gave tacit 
endorsement to the following program: 


0800 
0900 
1600 
2300 
2100 


Ist day 
Ist and 
2nd days 


—Cathartic and cleansing enema 


Neomycin 1 Gm. and 
Sulfathalidine 1.5 Gm. 


2nd day —tTap water enemas until clear 


Some of Pulaski’s views on antibiotic treatment 
of established conditions can be summarized in 
outline as follows: 


A. Perforated peptic ulcer, acute pancreatitis 
1. Penicillin (1,000,000 units) plus streptomycin (1.0 Gm.) intra- 
venously every 12 hours—for prophylaxis against infectious 
complications 
B. Infections of biliary tract 
1. Chlortetracycline or oxytetracycline (1.0 Gm.) intravenously 
every 12 hours 
C. Intestinal obstruction, acute secondary peritonitis 
1. Penicillin plus streptomycin, or 
2. Chlortetracycline or oxytetracycline 
(Surg., Gynec. e Obst., 97: 353, 1953.) 


Treatment of Ventricular Fibrillation 


VENTRICULAR fibrillation results from various causes 
—sometimes is the emergency requiring cardiac 
resuscitation during surgical operations. Wégria and 
co-workers evaluated several methods for restoring 
sinus rhythm in dog hearts in which ventricular 
fibrillation was induced by electric shock. Electric 
countershock was uniformly effective for this pur- 
pose. However, if fibrillation had lasted for several 
minutes or more, restoration of sinus rhythm was 
not attended by return of blood pressure to normal 
levels. This was thought to be a result of prolonged 
anoxia of the myocardium or vasomotor center or 
both. On the other hand, when cardiac massage 
was used intermittently during a long period of 
ventricular fibrillation, and electric countershock 
then was used to stop the fibrillation, blood pres- 
sure returned to normal as sinus rhythm was re- 
stored. Cardiac massage alone did not restore 
sinus rhythm. 

In large doses procaine hydrochloride checked 
ventricular fibrillation but caused ventricular stand- 


still. Smaller doses of procaine slowed the rate of 
fibrillation but did not stop it. Epinephrine helped 
restore a competent ventricular contraction when 
fibrillation was stopped by countershock, but it 
increased the likelihood of recurrence of fibrillation. 
(Circulation, 8:1, 1953.) 


Carbomycin Not Recommended 


On THE basis of their results and the experiences 
of others with carbomycin (Magnamycin), Finland 
and co-workers found that this antibiotic could 
not be recommended for bacterial infections. The 
authors treated forty-five patients—forty cases of 
pneumonia and five cases of miscellaneous infec- 
tions. The causative organism was a pneumococcus 
in thirty-one of the pneumonia cases. Streptococci, 
H. influenzae, Staph. aureus, and E. coli were re- 
presented in the other pneumonia cases and in the 
miscellaneous group. Oral therapy with carbomycin 
was initiated with a 500 mg. dose, and this was 
followed by 2.0 Gm. or 3.0 Gm. a day in divided 
doses. 

For treatment of pneumonia, carbomycin was 
distinctly inferior to other antibiotics. The clinical 
course of the disease was not so well controlled, 
pneumococci persisted in the sputum for longer 
periods than with other agents, and in several 
cases, pneumococcic bacteremia persisted during 
carbomycin treatment of uncomplicated pneumonia. 
There were twelve patients in whom it was believed 
that continuance of carbomycin therapy was not 
justified. These results led to the conclusion that 
carbomycin is contraindicated in the treatment of 
pneumococcal infections. 

For other types of bacterial infections, results 
with carbomycin seemed inferior to those expected 
with other agents. The authors mentioned, how- 
ever, that this new antibiotic may have a place in 
the treatment of certain protozoal diseases, including 


amebiasis. (New England J. Med., 249:310, 1953.) 


Cholesterol Esters 


A LOWERED percentage of cholesterol esters has 
been said to indicate diffuse hepatocellular disease. 
This has been one of the tests advocated for dif- 
ferentiation of jaundice due to hepatitis from 
jaundice due to obstruction of the common bile 
duct. However, Zieve had observed that a low value 
for cholesterol esters characterized jaundice re- 
gardless of cause. 

In order to confirm this fact, he studied the re- 
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lationship of per cent cholesterol esters and serum 
bilirubin in each of four groups of patients (cirrhosis, 
acute viral hepatitis, common duct obstruction, 
miscellaneous disorders in which the liver was 
involved secondarily). In each group, percentage 
of cholesterol esters and level of serum bilirubin 
were inversely proportioned irrespective of the 
degree of hepatocellular damage. Slight reduction 
in percentage of cholesterol esters was observed 
in cases of liver disease without jaundice. This 
study implies that estimation of percentage of 
cholesterol esters is an imperfect test for assaying 
‘hepatocellular disease. (J. Lab. & Clin. Med., 
42:134, 1953.) 


Urinary Retention in Poliomyelitis 


Urinary retention occurs in 8 per cent or more 
of patients hospitalized because of poliomyelitis. 
Weatherly and Steigman reported an incidence of 
20 per cent in their series of 226 cases, and found 
that bladder trouble seemed related to severity 
of involvement in the spinal cord or autonomic 
structures (rather than in higher brain stem cen- 
ters). In addition, the complication was more fre- 
quent in adolescents and adults than in infants 
and children. It lasted longer in male patients than 
in female patients. (Am. J. M. Sc., 226:38, 1953.) 


Complications of Endotracheal Anesthesia 


A THOROUGH discussion of two common complica- 
tions of endotracheal anesthesia has been presented 
by Jackson. These complications—contact ulcer 
granuloma and acute edematous stenosis—occur 
following the use of endotracheal tubes. 

Contact granuloma is a nonspecific granuloma of 
the larynx superimposed upon a contact ulcer 
usually situated at the tip of the vocal process of 
one or both arytenoid cartilages. It is caused by 
one or more of several factors. Introduction of an 
endotracheal tube before laryngeal reflexes are en- 
tirely abolished causes a powerful clamping of the 
glottic closure so that the tube scrapes over the 
vocal processes. The same trauma is produced if 
anesthesia diminishes sufficiently so that laryngeal 
reflexes reappear. The vocal processes, since they 
project into the lumen of the larynx, may be hooked 
by the slanted open distal end of the endotracheal 
tube at intubation. Autonomic movements of the 
arytenoids, which are not abolished by safe degrees 
of anesthesia, result in rubbing of the tips of the 
vocal processes against the surface of the tube. Ir- 
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regularities of the tube due to improper cleansing 
can also produce trauma. 

Important factors in the prevention of contact 
granuloma are prevention of direct trauma by gen- 
tleness during intubation, careful cleansing of en- 
dotracheal tubes to maintain a smooth exterior, 
avoidance of hooking of the vocal processes by the 
tube, and allowing a few moments for a deep in- 
spiratory arytenoid excursion before intubation. 
Great care should be taken to avoid trauma to the 
larynx of children. Every patient who has had an 
endotracheal anesthesia should have at least a mir- 
ror laryngoscopy. Should trauma to the tip of the 
vocal process be noted, the patient should be 
placed on a regimen of absolute silence. If the 
diagnosis has been delayed until a granuloma has 
developed, the tumor will usually require removal. 
Following removal, silence must be enforced for a 
considerable period of time to prevent recurrence. 

A second serious laryngeal complication follow- 
ing endotracheal intubation is acute edematous 
stenosis. This occurs most commonly in children 
because of the abundance of loose areolar tissue in 
the subglottic region and the small lumen of the 
larynx which is easily occluded by a little swelling. 
The entire nursing and intern staff should be alert- 
ed for the development of symptoms of laryngeal ob- 
struction, particularly after prolonged endotracheal 
anesthesia in children. These include indrawing at 
the suprasternal notch around the clavicles and in 
the epigastrium, the development of an ashen gray 
pallor, choking, gagging, and waking in terror each 
time the child falls asleep. Most important is the 
symptom of restlessness due to air hunger and a 
terrifying sense of suffocation. If such symptoms de- 
velop, a low tracheotomy should be performed. High 
tracheotomy may result in difficult decannulation 
and laryngeal stenosis. Sedatives are contraindicat- 
ed in the presence of any symptoms of difficult 
breathing, since the child, already exhausted, may 
fall asleep and die of suffocation. (Anesthesiology, 
14: 425, 1953.) 


Atypical Patent Ductus Arteriosus 


In atmostT all cases of patent ductus arteriosus, 
blood moves through the ductus from aorta to 
pulmonary artery, i.e., from left to right. In such 
cases the diagnosis is clearly evident from the 
clinical findings, and special studies are mainly 
of academic interest. During infancy and early 
childhood, the pressure gradient between aorta 
and pulmonary artery may be low enough that 


the usual clinical features of the syndrome are 
modified. Occasionally in older children and adults, 
patent ductus presents a confusing picture because 
the shunt is from right to left. Recently, Hultgren 
and associates presented a group of such atypical 
cases. 

Most patients having right to left shunt were 
cyanotic and had evidence of pulmonary hyper- 
tension. Whether or not there was obvious cyanosis, 
the most important single diagnostic test for the 
presence of “reversed shunt” was thought to be 
determination of the oxygen content of simul- 
taneously drawn blood samples from the right 
brachial artery and the femoral artery at rest and 
during exercise. The diagnostic finding was a con- 
siderably lower oxygen saturation in blood from 
the femoral artery. 

The authors proposed that the cause for right- 
to-left shunt in patent ductus arteriosus is an ele- 
vation of anatomic resistance in the pulmonary 
vascular bed. They emphasized that recognition 
of this reversal of shunt is important because liga- 
tion of the ductus in such cases is likely to be 
dangerous or even fatal. (Circulation, 8:15, 1953.) 


I'*' Induced Myxedema 


SPONTANEOUS myxedema and _surgically-induced 
hypothyroidism have well-known effects upon the 


heart—some of them deleterious. Interest in the 
effect of 1 in this regard has been heightened 
by the fact that this agent has been recommended 
for control of intractable angina pectoris or con- 
gestive heart failure. Studies by Kurland, Schneck- 
loth, and Freedberg are reassuring. They have 
shown that “myxedema heart” does not occur in 
patients having prolonged 1'!-induced hypo- 
metabolism. All of these patients had some measure 
of control of their hypometabolism by means of 
small doses of desiccated thyroid (6 to 90 mg. 
daily). (New England J. Med., 249:215, 1953.) 


Cauda Equina Tumors 


In a review of clinical and operative findings in 
twenty cases of tumor of the cauda equina, Milnes 
emphasized the clinical similarities and differences 
of tumor and protruded intervertebral disc. Both 
lesions provoke pain in the lower part of the back, 
~often with radiation indicative of involvement of 
lumbar or sacral nerve roots. Pain is less likely to 
be relieved by rest in cases of tumor. Paresthesias 
are common in both conditions, but evident motor 


weakness is relatively more common with tumor. 
Tumor almost always causes a considerable eleva- 
tion of spinal fluid protein, with or without evidence 
of block in the cerebrospinal fluid system. 

Plain x-ray films seldom reveal distinctive find- 
ings, but myelography may be diagnostic and 
probably should be used as a prelude to operative 
exploration. When diagnosed early, cauda equina 
tumors can usually be removed completely and 
successfully. (J. Neurol., Neurosurg. & Psychiat., 
16: 158, 1953.) 


Acne and Carcinoma of the Breast 


FOLLOWING an interesting observation that patients 
who developed cancer of the breast had seemed to 
have a lower incidence of acne during their youth, 
Lerner and Lerner studied this feature in a group of 
cancer patients. Although the general incidence of 
acne varied frm 42.1 per cent to 51.2 per cent 
among control groups, those who developed car- 
cinoma of the breast had had an incidence of from 
17.4 per cent to 19.8 per cent. Three male patients 
who developed cancer of the breast were interviewed, 
and none had had acne during their youth. This 
seems significant, since acne is considerably more 
common among males than females. 

The difficulties of obtaining accurate histories 
were obvious, but the difference in acne incidence in 
these groups, comprising a total of 266 cancer pa- 
tients and 299 controls, seemed significant. (Can- 
cer, 6:870, 1953.) 


Death from Intracardiac Air 


GEOGHEGAN and Lam have studied the mechanism 
of death from intracardiac air, in an effort to find a 
method of control for this highly fatal surgical com- 
plication. It has long been known that air entering 
the right heart by a systemic vein may produce no 
serious effects, while minute amounts of air are fatal 
when they enter the left heart. Three possible 
mechanisms of death from air in the left heart were 
studied: (1) air entering and occluding the coron- 
ary arteries; (2) a bolus of air in the ventricle itself, 
resulting in failure of cardiac action; and (3) cere- 
bral air embolism. 

Varying amounts of air were injected into the left 
common carotid artery of dogs. When the amount 
exceeded 0.25 cc. per kg., although immediate death 
did not follow, there was evidence of marked neurol- 
ogic damage as evidenced by convulsions, nystag- 
mus, coma, or extensor rigidity. The effect of a 
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bolus of air in the ventricle was studied by placing 
a balloon containing air in the left ventricle of dogs. 
When amounts up to 1.5 cc. of air per kg. were in- 
jected into the balloon, little or no alteration of 
aortic pressure resulted, and the ventricle was ap- 
parently able to compensate for the alteration in 
volume. When an equal amount of air was injected 
directly into the left ventricular cavity, however, air 
was detectable in the coronary arteries within a few 
seconds, and evidence of coronary insufficiency ap- 
peared. It was noted that the air bubbles in the 
coronary arteries moved with each systole. Because 
of compression of the air, however, the systolic pro- 
pulsion force of the blood column was dissipated, 
the myocardium was deprived of oxygen, and heart 
failure ensued. 

The authors found that, if the intra-aortic pres- 
sure is increased, the air can be forced through the 
coronary vessels more rapidly, and death can be 
prevented in a large proportion of instances When, 
within one or two minutes after the air was seen in 
the coronary arteries, the descending aorta was oc- 
cluded by a snare or clamp, and manual systole was 
produced by cardiac massage, a high pressure re- 
sulted in the coronary ostia. This resulted in a 
steady progression of large segments of air through 
the coronary arteries. The improved circulation be- 
came evident by a bright pink color of the myocar- 
dium, and the ventricle regained its pumping 
strength. To prevent a second filling of the vessels 
with air, the apex was elevated and punctured with 
a large Boer needle to allow the trapped air to 
escape. (Ann. Surg., 138:351, 1953.) 


X-ray Therapy of Tuberculosis Nodes 


Aceto and his associates used various techniques 
of x-ray therapy for the treatment of peripheral 
tuberculous lymphadenitis. Irrespective of the tech- 
nique used, it was shown that, with fluctuant and/or 
draining nodes, the lesions of approximately 63 
per cent regressed or healed. When hard nodes 
were treated, approximately 33 per cent regressed 
or disappeared. The average treatment time was 
six weeks for the lesions which showed a successful 
result. The authors suggested that a trial of roent- 
gen-ray therapy is indicated in conjunction with 
antimicrobial agents and possibly as an adjunct 
to surgery. The exclusive use of x-ray therapy is 
reserved for those few patients in whom anti- 
microbial agents have failed. No significant, per- 
manent, deleterious effects of irradiation were 
noted. (Am. Rev. Tuberc., 68: 157, 1953.) 
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Pulmonary Findings in Leptospirosis 


SILVERSTEIN reported three cases of leptospirosis in 
which a hemorrhagic pneumonitis was an early or 
predominant clinical finding. The hemorrhagic 
pneumonitis is believed to be a consequence of the 
toxemia with widespread capillary damage and 
hemorrhagic tendency. The x-ray findings may con- 
sist of localized or segmental patchy infiltrations 
having the appearance usually ascribed to broncho- 
pneumonia. In some patients there may be massive 
areas of consolidation having the appearance of 
pneumonia or pulmonary edema, while in others 
there may be widely disseminated small infiltrations. 
Post-mortem examination in two cases revealed 
that the radiographic findings, which were inter- 
preted as pneumonia, were due to pulmonary 
hemorrhage and edema. (Radiology, 61:327, 1953.) 


Cervical Stump Carcinoma 


Carcinoma of the cervical stump can and should be 
almost completely eradicated, according to a recent 
report of eighteen cases by Kelley and Brawner. The 
authors stated that by the use of total hysterectomy, 
which is possible in practically all cases where re- 
moval of the uterus is indicated, cancer of the cer- 
vical stump can be made impossible and, in a few 
cases in which supracervical hysterectomy must be 
done, careful evaluation of the cervix by biopsy or 
by cytologic studies will usually suffice as an ade- 
quate prophylaxis. 

Cervical stump carcinoma gives a poorer prog- 
nosis than carcinoma of the cervix in an intact 
uterus because adequate radium therapy is more 
difficult due to the short endocervical canal and 
proximity of the bladder. Moreover, a patient with 
a supravaginal hysterectomy often has a false sense 
of security and tends to ignore early symptoms of 
cancer. 

The eighteen cases reported by the author were 
divided into two groups depending upon the time 
of origin of the carcinoma. Nine, or one-half the 
cases, were listed as coincidentally present at the 
time of surgery, or they appeared within one year 
thereafter. The remaining nine cases occurred more 
than one year following surgery and were listed as 
sequential carcinoma. 

There was a total of eight deaths, six of which 
occurred in the coincidental group. Only one pa- 
tient in the coincidental group lived longer than 
one year following therapy. There were two sur- 
vivals over five years, both of which were in the 


sequential group. The authors have treated car- 
cinoma of the cervical stump by a combination of 
radium and x-ray therapy. Their plea, however, 
was for total hysterectomy, in preference to supra- 
vaginal hysterectomy, and a thorough search for 
carcinoma in all cases where the cervical stump 
must be left intact. (Am. J. Obst. ¢> Gynec., 66: 711, 
1953.) 


Amputation in Arteriosclerosis 


Loss of an extremity in patients with arterio- 
sclerosis is due in two-thirds of the cases to spon- 
taneous evolution of the arteriosclerosis and its 
complications which cannot be controlled satis- 
factorily by means currently available. According 
to Edwards, McAdams, and Crane, the two major 
complications were arterial thrombosis and infec- 
tion. In the remaining one-third of patients, injury 
or neglect by the patient was responsible for the 
amputation, or medical care appeared at fault. 

The attitude and actions of the patient were of 
great significance, especially among the diabetics. 
In this group, local hygiene and poor diabetic 
control predisposed to infection. Diminution of 
sensation associated with neuritis often prevented 
the patient from realizing that the limb was being 
injured. Failure to recognize the nature of the 
disease by the physician and his faulty medical 
management of the disease also contribute to the 
incidence of amputation. (Vew England J. Med., 
249: 514, 1953.) 


Transurethral Resection 


Jacoss and his co-workers have reported thirty-nine 
cases of neurogenic bladder treated by transurethral 
resection and followed for periods ranging from 
three months to more than three years. This proce- 
dure has become widely accepted as a sound proce- 
dure for re-establishing lost bladder function. For 
function to be satisfactory, the bladder must (a) re- 
tain urine and (b) expel urine. 

After transection of the spinal cord there is an 
immediate period of spinal shock, followed three 
weeks later by partial return of reflexes. The mic- 
turition reflex, having been deprived of pontine and 
cerebral influence, is incapable of emptying the 
bladder completely. The intravesical pressure which 
can be produced is too low to overcome urethral re- 
sistance. This can be remedied by transurethral re- 
section. Resection must be complete enough to 
lower the urethral resistance but not so complete as 
to cause incontinence. A critical factor in dealing 


with paraplegic bladder paralysis is prevention of 
infection. The authors use tidal drainage for this 
purpose and believe that it acts by local cleansing 
alone. 

They recommend operation by transurethral re- 
section as soon as maximal reflex activity returns to 
the bladder, usually within two to six weeks. The 
patient, meanwhile, is given every opportunity to 
develop spontaneous micturition by tidal irriga- 
tion, body positions, compression of the bladder, 
etc. Although such measures usually fail, they are 
occasionally successful. The authors believe that 
this operation, if properly performed, will result in 
adequate voiding and little or no residual urine. 
(J. Urol., 70:615, 1953.) 


Post-thrombotic Ulceration 


In a thorough analysis of post-thrombotic ulcera- 
tion of the lower extremity, Linton has described 
the physiologic principles involved and the treat- 
ment of this extremely disabling, chronic disease. 
There are probably between 300,000 and 400,000 
cases in this country alone. The various forms of 
conservative treatment and operative treatment 
have rarely produced more than 50 per cent satis- 
factory results. 

The author pointed out that the venous system, 
consisting of deep and superficial veins with com- 
municating channels, normally contains bicuspid 
valves which permit blood to flow only in the direc- 
tion of the heart. In post-thrombotic ulceration 
these valves become incompetent and, although the 
deep venous channels are recanalized, no new 
valves form. This results in an elevation of venous 
pressure in the extremity. Edema, pain, pigmenta- 
tion, varicose veins, dermatitis, and chronic ulcera- 
tion result from this venous hypertension. This con- 
dition is increased by varicosities of the communi- 
cating and superficial veins, which can be relieved 
by firm bandaging. 

The author recommended preoperative prepara- 
tion of these patients by either complete bed rest or 
firm bandaging of the extremity. An alcoholic solu- 
tion of resin is painted on the skin, covered by a 
generous gauze dressing over the ulcer, held firmly 
in place by plain gauze and elastic adhesive bandag- 
ing. An operation is then performed with the pur- 
poses of (1) removing all enlarged superficial veins, 
(2) severing communications between the deep and 
superficial systems, (3) interrupting the canalized 
and valveless venous system in the thigh, and (4) 
attempting to restore the lymphatic drainage from 
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the superficial tissues into those of the deeper mus- 
cular structures. Usually the superficial femoral 
vein is ligated, but the profunda and common 
femoral veins are preserved. The superficial long 
saphenous vein is ligated flush with the femoral 
vein. Great care must be taken to avoid injury to the 
femoral artery. Incision is then made in the medial 
aspect of the calf to expose the communicating veins 
of the lower leg, which are carefully ligated and 
divided. A long strip of deep fascia is removed from 
the leg to aid in lymphatic drainage. Ambulation is 
begun on the ninth or tenth postoperative day with 
firm elastic bandage support. A careful follow-up 
regimen is necessary, since, the author emphasized, 
one is dealing with a chronic disease only partially 
relieved by operation alone and not completely 


cured, (Ann. Surg., 138:415, 1953.) 


Segmental Resection in Tuberculosis 


Tue use of antituberculous drugs often results in 
such complete resolution of tuberculosis that the 
residual necrotic focus is well contained in a seg- 
ment, subsegment, or even a smaller unit of the 
lung, according to Overholt and his co-workers. 
This fact, plus the improved knowledge of the seg- 
mental anatomy of the lung and increased experi- 
ence with surgical procedures, has led to rapid 
expansion in the use of segmental resection in the 
treatment of tuberculosis. The best results are 
obtained when segmental resection is used in care- 
fully selected patients who are in excellent general 
condition, who are in good immunologic balance 
with their disease, and who have limited lesions. 
When segmental resection is used in patients rep- 
resenting failures of collapse therapy or other sur- 
gical procedures, or in the presence of extensive 
disease as a salvage procedure, results are not so 
satisfactory. (Dis. of Chest, 23: 255, 1953.) 


Resection of Residual Necrotic Lesions 
Tue Committee on Therapy of the American Tru- 


deau Society recommends that residual necrotic 
lesions should be resected, since they most often 
represent inspissated cavities with the potential 
of relapse. They admit that the majority of the 
bacilli in the residual necrotic lesions are dead 
and recognize that if this proyes to be true, the 
bacteriologic prerequisite for relapse would not be 
present and resection would be unnecessary. How- 
ever, they urge that until such time that incon- 
trovertible evidence can be presented to support 
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the view that the tubercle bacilli in these lesion 
are, in fact, dead, it would seem reasonable to re- 
sect such lesions in patients who are good surgical 
risks. (Am. Rev. Tuberc., 67: 268, 1953.) 


Prognosis in Gastric Cancer 


In a study to determine the factors that influence 
the prognosis following surgical treatment of gastric 
cancer, ReMine and his co-workers have compared 
two groups of patients: thirty-four patients who 
survived five years or longer after gastric resection 
for carcinoma of the stomach with notable metasta- 
sis, and thirty-four similar patients who died within 
one year after operation. 

The duration of symptoms among the long-term 
survivors was nearly three times as great as that 
among the short-term survivors. Gastric retention 
was more common among the short-term survivors, 
but anemia was less common in the short-term 
group. Annular lesions were more common among 
the short-term survivors, and location of the lesion 
on the lesser curvature was less common. In those 
who survived a short period of time, involved lymph 
nodes were found situated at a greater distance 
from the original lesion. The difference in distance 
between the line of resection and the nearest edge 
of the lesion in the two groups, however, was not 
significant. A high microscopic grade of malignancy 
seemed to indicate a shorter duration of survival. 

The authors recommended that a satisfactory 
operation for gastric cancer should include (1) total 
removal of the lesion and any local extension of it; 
(2) resection of the stomach at least four or five 
centimeters beyond the zone of microscopic exten- 
sion; (3) complete removal, as far as possible, of 
any avenues of lymphatic spread; (4) removal of 
gastrohepatic and gastrocolic omenta, the greater 
omentum, and often the spleen; and (5) resection 
of a portion of the esophagus or duodenum if the 
lesion approached these structures. Among avenues 
of lymphatic spread, the inferior gastric or subpy- 
loric nodes should be removed since they are fre- 
quently involved by gastric carcinoma. Other zones 
of lymphatic spread to be removed include the pan- 
creato-lienal group, the superior gastric group, and 
the superpyloric group of nodes. Although opinions 
differ regarding the advisability of total gastrec- 
tomy, the authors believe that in most cases the 
removal of areas of lymphatic drainage can be car- 
ried out just as extensively if the stomach is sub- 
totally resected. Since the mortality and morbidity 
of total gastrectomy are higher than for subtotal 
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resection, they do not employ total gastrectomy 
routinely in the treatment of all patients with can- 
cer of the stomach. (Ann. Surg., 138: 311, 1953.) 


Streptomycin and Dihydrostreptomycin 


CoueEN and his associates found that there was 
no significant difference in the therapeutic efficacy 
of streptomycin and dihydrostreptomycin in the 
treatment of tuberculosis. Both drugs were shown 
to be valuable in the chemotherapy of properly 
selected types of tuberculosis. Vestibular toxicity 
was more frequently encountered with streptomy- 
cin. Auditory toxicity occurred more frequently 
in patients receiving dihydrostreptomycin. It was 
noted that auditory disturbances could appear or 
progress after chemotherapy with dihydrostrep- 
tomycin was stopped. (Am. Rev. Tuberc., 68: 229, 
1953.) 


Treatment of Rheumatoid Arthritis 


Ciark and his associates in a careful study observed 
the effects of cortisone and ACTH in the treatment 
of fifty-two patients with rheumatoid arthritis. In 
the evaluation of results, subjective and objective 
improvement were noted. To determine subjective 
response, attention was given to pain, aching, stiff- 
ness, soreness, and freedom of motion. Objective 
evaluation was based on the palpable evidence of 
joint inflammation and changes in such systemic 
manifestations as fever, subcutaneous nodules, ocu- 
lar involvement, and pericarditis. 

The most immediate response to treatment was a 
decrease in symptoms, particularly pain and stiff- 
ness, and consequently an improved functional 
status. They noted that objective improvement was 
less frequent than the subjective response. There 
were no prolonged, significant remissions after hor- 
mone therapy was stopped. Histologic studies were 
performed on joint specimens and subcutaneous 
nodules, and it was noted that evidence of joint in- 
flammation persisted even after long-term therapy. 
In some patients progression of the disease, as 
determined by x-ray examination, occurred during 
adequate hormone therapy. 

Therapeutic results depended to a large measure 
on the type of patient treated. Those with relatively 
inactive disease whose main problem was joint de- 
formity benefited little from treatment. Patients 
with varying degrees of inflammatory activity whose 
symptoms were related to environmental and emo- 
tional factors responded poorly to hormone treat- 
ment. Patients with obvious active rheumatoid ar- 


thritis, with close correlation between the degree of 
activity and degree of discomfort, benefited most. 

The authors feel that hormone therapy should 
not be used until maximum benefit from conserva- 
tive measures has been established. Furthermore, 
they advocate that hormone therapy should always 
be combined with such measures. They also empha- 
size that the effective use of ACTH and cortisone 
was limited by the hazards of hypercorticism. There 
was no evidence that either agent altered the rate of 
remission or the natural course of rheumatoid arth- 


ritis. (New England J. Med., 249:635, 1953.) 


Trend of Tuberculosis Morbidity 


Sratistics have shown that, while the number of 
deaths and the death rates from tuberculosis have 
decreased considerably since 1900, the rate of de- 
velopment of new cases of this disease has not 
changed or is increasing. Katz has demonstrated 
that, by taking into consideration the number of 
persons examined and the percentage yield of new 
cases of tuberculosis among them, the incidence of 
tuberculosis is, in fact, decreasing. (Am. Rev. 
Tuberc., 67: 279, 1953.) 


Caseation Necrosis in Brucellosis 


CASEATION in necrotic tissue is sometimes mis- 
takenly believed to be associated exclusively with 
lesions of tuberculous origin. Crow and his asso- 
ciates state, however, that typical caseation may 
occur in other conditions, including lesions pro- 
duced by the typhoid bacillus, syphilis, tularemia, 
malignant neoplasms, lipoid pneumonia, and cer- 
tain of the mycotic diseases, as well as animal 
brucellosis. They report a case of human brucellosis 
in which histopathologic response in a lymph node 
was caseation necrosis. (Am. Rev. Tuberc., 67:859, 


1953.) 
Epidemics of Histoplasmosis 


Furcotow and Grayston studied, by epidemiologic 
techniques, a series of thirteen epidemics of dis- 
seminated pneumonitis. In each of these epidemics 
the patients suffered from a respiratory illness 
characterized by a sudden onset of malaise followed 
by chills, fever, and prostration. The chest x-ray 
showed numerous and widely disseminated dis- 
crete infiltrations which varied in size from small 
fine granular lesions to discrete nodules. These epi- 
demics were examples of histoplasmosis. (Am. Rev. 


Tuberc., 68: 307, 1953.) 
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Use of Dextro-Amphetamine Sulfate 


Q. Are there any harmful effects in taking 5 mg. to 10 mg. of 
dextro-amphetamine sulfate daily for mild nervous depression, over 
a period of two or three years? 


A. Although many patients tolerate the taking 
of 5 mg. to 10 mg. of dextro-amphetamine sulfate 
daily over long periods, use of the drug for mild 
nervous depression over long periods is not advis- 
able. The use of the drug in such cases should be 
subordinated to treatment of the underlying cause 
of the depression. Deleterious effects may be pro- 
duced from habituation to the drugs, and over- 
stimulation, sleeplessness, and gastrointestinal dis- 
turbances are not uncommon following its adminis- 
tration. 


Usefulness of Protoveratrine 


Q. Is protoveratrine (Veralba—Pitman-Moore) a safe and ade- 
quate hypotensive agent? Can it be controlled for ambulatory use? 
Does it have any effect in reducing the progress or complications of 
hypertension? 


A. Protoveratrine (Veralba), a purified alkaloid 
of Veratrum, is similar in action and toxicity to 
Veriloid (Riker), Vergitryl (Squibb), and Unitensen 
(Irwin-Neisler). When given correctly (as outlined 
by Freis and Finnerty, GP, March, 1953), the drug 
is capable of reducing the diastolic blood pressure 
20 mm. Hg in a fair percentage of cases. When this 
hypotensive effect has been obtained, despite the 
original level of diastolic pressure, the progress of the 
disease is frequently halted and complications thus 
abated. Careful dosage adjustment is mandatory. 
This can be accomplished with ambulatory patients. 

The combination of Rauwolfia serpentina (Rau- 
wiloid—Riker, or Serpasil—Ciba) and purified Vera- 
trum is more effective than either drug alone. This 
combination permits the use of a suboptimal dose 
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of purified Veratrum, thus greatly reducing the 
incidence of nausea and vomiting, making Veratrum 
an easier drug to handle for the physician and a 
more pleasant drug for the patient. 


Carcinoma in Situ of Cervix 


Q. Is a “carcinoma in situ” of the cervix definitely malignant? Is the 
treatment of choice surgery or radiation? 


A. “Carcinoma in situ” of the cervix, properly 
diagnosed by excisional biopsy and multiple micro- 
scopic sections, is truly a malignant neoplasm. 
Those who have studied such lesions by making 
several hundred serial sections find that most so- 
called ‘carcinomas in situ” show areas of invasion 
and are actually Stage I lesions. 

Cancers confined strictly to the cervix may be 
cured by either radium therapy or total hysterec- 
tomy. The majority of American gynecologists pre- 
fer the latter method because of a reduced incidence 
of late complications. 


Prevention of Abortion 


Q. What is the prenatal treatment for prevention of abortion in a 
woman with a history of five previous miscarriages? 


A. The most immediate consideration in a wom- 
an who has had five previous proved miscarriages is 
whether or not she has a normal uterus free from 
myomata and with no congenital defect such as a 
biseptate cavity. The most important endocrine 
determination would be her thyroid function. A 
properly performed blood iodine determination is a 
more reliable index of thyroid deficiency than is a 
basal metabolic rate or a blood cholesterol level. 

If these factors are normal, endocrine therapy in 
the form of stilbestrol, 1 mg. for the first fifteen days 
of the cycle and progesterone linguets, 10 mg. three 
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times daily from the fifteenth to the twentieth day 
of the cycle, for two to three months, may be effec- 
tive in preparing the uterus for a favorable concep- 
tion. A continuation of the endocrine therapy, 
stilbestrol 5 mg. daily, and progesterone 30 mg. 
daily, until fetal life is felt, may be helpful in main- 
tenance of the pregnancy. 


Treatment of Nonspecific Urethritis 
Q. What is new in treatment of nonspecific urethritis? 


A. Patients with nonspecific urethritis should 
have cultures taken of the discharge. A thorough 
investigation of the urethra as far as the internal 
sphincter should be carried out to eliminate the 
possibility of stricture, which is a frequent cause of 
nonspecific urethral discharge, and also to rule out 
the presence of infected urethral crypts which are 
best recognized by palpation on a sound. It is 
scarcely necessary to say that if a stricture is found 
it should be treated by gentle dilatation, and any 
infected crypts massaged on a sound in order to 
empty them of their contents. 

If pathogenic organisms grow out on a culture, 
sensitivity tests should be done and appropriate 
antibiotics administered. However, in most cases of 
nonspecific urethritis, the organisms growing out on 
culture will be diphtheroids or various types of 
cocci and are often resistant to antibiotics. It is the 
consensus that urethral injections of various anti- 
septic solutions are of little benefit and indeed are 
often harmful, increasing the amount of discharge 
due to the irritating character of the solution on the 
urethral mucosa. However, Ferguson and Miller 
(Journal of Urology, 67: 762, 1952) have reported 
favorable results, using urethral instillations of 2.5 
per cent solution of Terramycin hydrochloride, 
with simultaneous dilatation and massaging of the 
urethra. 


ACTH for Disorders of the Newborn 


Q. What is the status of cortisone and ACTH in the treatment of 
shock and respiratory difficulties in the newborn? 

A. Clear-cut evidence of the beneficial effect of 
ACTH and cortisone in severe respiratory distress 
of the newly-born has been hard to attain due to 
the variability of the causes of anoxia and the mul- 
tiplicity of adjunctive therapies employed. Newborn 
infants, including prematures, have been shown to 
be capable of responding to ACTH with increased 
urinary excretion of formaldehydogenic steroids 
and associated drop in the peripheral eosinophil 
count. This response is similar to that seen in older 


children and adults and would indicate that the 
adrenal response is not affected by the normal in- 
volution of the infant adrenal cortex in the early 
days of life. 

Corticosteroids have no virtue in preventing retro- 
lental fibroplasia. In adjunction with exchange 
transfusions, ACTH has been shown to aid erythro- 
blastotic infants in the first ten days of life, possibly 
by inhibiting the Coombs’ test and altering to some 
extent the immunologic response. 

In certain newborn infants with shocklike syn- 
dromes associated with peripheral anoxia, ACTH 
might prove to be of considerable benefit. The 
adrenal glands of these babies are capable of re- 
sponse, the stress is usually indicated by a high 
eosinophil count and will reflect a response to the 
steroids. Established methods of relief, including 
clearance of the airways, of course should be em- 
ployed at the same time. 

Suggested dosage: 10 to 20 units ACTH (H. P. 
Gel, Armour) daily in divided doses every twelve 
hours, until eosinopenia occurs and gradual with- 
drawal, after response, over a 10- to 14-day period. 


Adverse Reactions to Penicillin 
Q. Should a general practitioner skin test every patient before 


giving penicillin? This would require a lot of extra time and expense 
in a busy practice and still would not eliminate an anaphylactoid 
reaction. In the event of a death would the physician be considered 
negligent if there was no previous skin test? 

A. Skin tests with penicillin are seldom possible 
in cases of penicillin hypersensitivity and, there- 
fore, are not done routinely. A careful history to 
determine whether the patient has previously re- 
ceived that particular antibiotic and whether any 
reactions have developed is much more important 
and much more likely to indicate the presence of 
hypersensitivity. If there is a history of a previous 
reaction, another antibiotic should be given if it will 
be as effective therapeutically. If no other antibiotic 
can be used, then a calculated risk may be taken if 
the benefit to be derived from the antibiotic is 
likely to be greater than the risk incurred. In such 
cases small doses of the antibiotic should be given 
at first and the patient observed carefully for 
manifestations of hypersensitivity. 


Measles During Pregnancy 


Q. How early and/or late is measles dangerous to the pregnant 
woman |i.e., causing defect in infant)? 


A. The danger period is practically only the first 
three months of pregnancy. 
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Business and Economics 


Family Doctor Can Win Friends Through TV Broadcasts 


BY HAROLD F. OSBORNE 


Moke than 60 Seattle physicians now know what it 
is to have friends or patients stop them on the street 
to remark: 

“Say, Doctor, I thought you were wonderful on 
television the other day. You were just as natural 
as you are right in your office.” 

And because of the frequency of comments like 
that, many of the 900-plus members of the King 
County Medical Society are convinced of two things: 

1. That television is an ideal medium for proving 
that doctors sincerely are interested in their pa- 
tients’ welfare; and 

2. That the Seattle formula for simplifying TV 
presentation—differing from more formal programs 
tried in New York—is the right way for the family 
doctor in an average community to make television 
work for other public relations. 

Informality is the keynote for the Seattle pro- 
grams, which have been presented at least once a 
month since February, 1952, on station KING-TV’s 
“Community Workshop” show. Naturally, general 
practitioners in the society have starred in many of 
these. 


“We have found television is an easy medium to 
use,” says Dr. Sydney J. Hawley, chairman of the 
King County society’s television committee. 

“It is much more satisfying than radio, where 
you seem always to be talking to a clock. The cam- 
era is a live audience, and you can tell by the cam- 
eraman’s reaction, if nothing else, how you are 
going over. 

“But more important,” he adds, “the society 
feels that we are doing one of our most important 
public relations jobs with these programs, building 
confidence in doctors and at the same time perform- 
ing a real community service. We think we are 
answering successfully the charge that doctors are 
not interested in the public.” 

Besides the 21 programs presented under the 
society’s own sponsorship, doctors have appeared 
with full approval of the society on at least a dozen 
other shows prepared by ancillary health groups. 

That experience with television is greater than 
that of any other county society, so far as Dr. 
Hawley and other members of the committee have 
been able to determine. 


Four general practitioners brought their own patients to the television studio for the pro- 
gram “Your Doctor Is Your Friend.” The physicians, from left, Dr. Erroll W. Rawson (white 
coat), Dr. John. S. Lingenfelter, (seated), Dr. F. A. Tucker, and Dr. Herbert L. Hartley. 
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So doctors elsewhere should be interested to 
learn that the Seattle television project doesn’t in- 
volve nearly as much pre-airing fuss and furors as 
did the 13 “Here’s To Your Health” programs 
sponsored by New York doctors and produced at 
the National Broadcasting Company studios. 

And, the Seattle committee feels, the result has 
been a relaxed, direct and telling performance that 
comes close to fulfilling the purposes the society 
had established for the shows. 

Typically, the series theme, “Your Doctor Is 
Your Friend,” came from an idea advanced by a 
general practitioner and member of the Academy, 
Dr. Loren G. Shroat. 

Like most doctors, Dr. Shroat had seen none of 
the society’s early telecasts, since they came during 
daylight hours. (KING’s “Community Workshop,” 
which twice has won awards from the National 
Institute for Radio-TV Education, is a sustaining 
program—without commercial sponsorship—for 
four of its five programs each week.) 

But in September, 1952, Mrs. Shroat, as many 
other members of the society’s auxiliary have done, 
appeared as a “patient” on a program devoted to 
diet, so Dr. Shroat postponed a few appointments, 
closed his office and went along to watch. 

Although no one else agreed with him, Dr. 
Shroat commented after the show was over, “My 


wife was terrible. She didn’t act like a patient.” 


This husky young scene-stealer demonstrated a boxer's 
stance for Dr. John E. Stewart on a television program de- 
voted to children’s foot problems. Wayne Evans, at left, al- 
so appeared in the show with an exhibition of foot-work. 


Then the doctor added: “I could write you a 
show myself that would be better than that.” 

So Dr. Shroat went home and did indeed write a 
program script, entitled, ““The General Practitioner: 
Medical Care from the Cradle to the Grave.” And 
although he had no experience at script-writing, 
he even included such details as what background 
music he thought would be suitable. 

His idea called for eight doctors to appear with 
eight sets of patients, ranging from infancy to old 
age. Each physician would give his particular 
patient some sound advice on health problems ap- 
plicable to the particular age level. 

Then Dr. Shroat picked out the eight men he 
wanted for the principal parts, and—his colleagues 
charged—‘browbeat us into accepting.” He in- 
vited the group to his home after dinner one night, 
set up a kodak-tripod to represent the TV camera, 
and got busy directing a rehearsal of his own show. 

Like many another entrepreneur before him. 
Dr. Shroat had casting problems. He “fired” two 
of his original selections, as not filling his require- 
ments after all. He asked society officers to per- 
suade some other doctors to take part. Finally he 
took over one of the assignments himself. 

It soon developed that there was one thing 
wrong with Dr. Shroat’s plans. There just wasn’t 
time on a 30-minute show for eight doctors to have 
parts. So the script was cut in two, retitled “Your 
Doctor Is Your Friend” for continuity purposes, 
and presented on two monthly telecasts, in Novem- 
ber and December last year. 

Needless to say, the programs were among the 
best the society has prepared, and the name has 
stuck to the entire series. 

That sort of interest by the doctors themselves 
has been one criterion by which the society has 
judged the success of the series. 

“While we have never had a doctor refuse out- 
right to accept a television assignment, a few have 
been reluctant because of the fear they could not 
do it,” explains Dr. Hawley. “But without excep- 
tion, everyone who has appeared once wants to 
come back again—even though we won’t take any 
one doctor twice in the same year. 

“It is this enthusiastic acceptance by the doctors 
themselves that convinces us we are on the right 
track,” Dr. Hawley adds. 

Some of the busiest of the city’s physicians have 
called the committee with ideas for shows and 
asked to appear in them. And medical societies in 
Spokane and Tacoma, where television stations 
have gone on the air only recently, have asked— 
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and are getting—help from the Seattle veterans in 
preparing their own programs with the same gen- 
eral format. 

Dr. Shroat’s experience, incidentally, gave the 
committee a tip on how to save rehearsal time for 
all shows since then. 

Doctors who are to appear on one month’s pro- 
gram are asked to appear at the studio to watch 
the presentation of the previous month’s show. 

“That saves a lot of time that we otherwise 
would need for familiarizing the doctors with the 
studio routine,” explains Mrs. Elizabeth Wright 
Evans. Mrs. Evans is producer for all ‘Community 
Workshop” programs— including the medical so- 
ciety’s series—in addition to serving as public rela- 
tions representative for the society. 

She explains that it isn’t even necessary for the 
doctors to watch a previous medical telecast— 
merely an informal program on any educational 
subject will do. The doctors catch on quickly, often 
surprise even the station personnel with their rapid 
grasp of essential techniques. 

For example, Dr. Merrill Shaw, president of the 
King County Medical Society, and vice-president 
of the American Academy of General Practice, took 
an assignment for a program on proper handling of 
fracture cases. He wanted a scene showing proper 
splinting for a broken femur and correct procedure 
for lifting the patient into an ambulance. The studio 
had no properties available for improvising an am- 
bulance. 

*Let’s get a real ambulance in, then,” said Dr. 
Shaw, who knows what he wants. 

The ambulance was, indeed, brought in. But it 
gave KING stagehands a perplexing problem, since 
it proved to be the biggest vehicle ever moved into 
the studio. 

Dr. Shaw’s plan to have the driver actually 
sound the ambulance siren, as a realistic touch, had 
to be abandoned because engineers ruled that the 
noise would have knocked out every microphone in 
the studio. 

A pleasant surprise has been the success the doc- 
tors have had with children as TV actors. 

“Children are wonderful because they are so 
natural,” Mrs. Evans explains. “Occasionally they 
don’t follow our plans exactly, but for the most part 
they are scene-stealers. And even when they make a 
program a little less smooth than we'd like, we 
find that adds to the realism.” 

One doctor brought his own 18-months-old 
daughter to serve as a patient. The youngster per- 
formed beautifully until her part in the show was 
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Two physicians appear with hospital administrators and 
employes on an educational television program explaining 
high hospital costs. They are, at left, Dr. Robert F. Brown, 
director, The Doctors Hospital, Seattle; and, second from left, 
Dr. James E. Hunter, president of the Seattle Hospital Council. 


over. Then she literally howled when she had to 
leave the camera, to her father’s discomfiture. But 
audience reaction was good, because, Mrs. Evans 
feels, “everyone has heard babies crying in a 
doctor’s office.” 

Still another doctor refused to compromise with 
realism and actually gave his own son a prophy- 
lactic injection of tetanus on a show detailing pro- 
tection of youngsters against summier hazards. The 
boy responded with a normal yelp. 

Several children participated in a program last a 
Hallowe’en devoted to debunking 14 common ; 
health superstititions. ‘Feed a cold and starve a 
fever”, “Fish is brain food”, ‘Carrots make your 
hair curly” and similar beliefs were advanced 
around a family dinner-table scene, then properly 
debunked by the family doctor. 

A seven-year-old girl, incidentally, gave such a 
convincing demonstration of illness on that show 
that some viewers called the station to express 
sympathy for her. Her performance was matched 
only by a doctor’s wife on another show, who con- 
vincingly “fell” off a previously-sawed-through 
stool and then lay moaning realistically on the 
floor to demonstrate the danger of home accidents. 

Seattle doctors are not thrust into a maze of 
lights, booms, cords and other devices at KING’s 
studios. There are no six-hour rehearsals, no chalk- 
marks on the floor to hold doctors to one spot, no 
make-up is applied, no lines are memorized and 
there are no cue-boards out of camera-range to jog 
fading memories. 

More important, no professional actors are em- 
ployed, and so far, at least, no “big men” from 
out of town have been featured. 


. 
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Let’s take a look at a typical recent Seattle pro- 
gram, to see just how the Seattle doctors put their 
shows over: 

This telecast was devoted to the development of 
the foot from early childhood to adulthood. The 
principal participant was Dr. John E. Stewart. 
Four young mothers and their small youngsters— 
all Dr. Stewart’s patients—also participated and 
an 11-year-old boy was on hand. 

Dr. Stewart had prepared for the program only 
to this extent. First he had watched production of 
another 30-minute educational television program 
of a similar general format. He had conferred with 
Dr. Hawley’s committee for another hour or so, 
in two separate sessions. And, just before the final 
telecast, he and the other participants had ‘“‘walked 
through” the program to check cues and timing 
with station personnel. 

When air time came, Dr. Stewart was seated in 
a corner of the studio behind a small black desk. 
A strip of carpet on the floor and a medium-sized 
table with an x-ray film view-box on it gave the 
appearance of a doctor’s office. 

One camera and camera-man, the program di- 
rector, the producer, and one sound-man to op- 
erate the single overhead microphone boom also 
were present. 

After a short general introduction, the camera 
swung directly to Dr. Stewart. He smiled and 
began: 

“Good afternoon,” he said. “I want to talk to 
you today about your children’s feet and some of 
the foot problems you may encounter as your 
children grow up. I’d like to show you first what 
a normal child’s foot is like. Will you come in, 
Mrs. Stuart?” 

The camera then swung to Mrs. Stuart (no re- 
lation to Dr. Stewart) and her chunky 13-months- 
old son, Donald. Dr. Stewart took Donald from 
the mother’s arms, lifted him to the desk, and 
steadied him as the camera moved in for a close- 
up of Donald’s sturdy legs and bare feet. Dr. 
Stewart used a pencil to point out the straight 
line of the heel. He called attention to the foot 
position that Donald assumed naturally as he 
stood alone. 

Then, the camera swung to 11-year-old Wayne 
Evans, who was wearing boxing gloves on his 
hands, and practicing a typical “boxer’s stance,” 
with one foot ahead and the other foot turned out. 
Dr. Stewart called attention to the similarity be- 
tween the positions of Wayne’s and Donald’s feet. 

Donald and Mrs. Stuart left and Dr. Stewart 


again chatted directly into the camera. Later three 
other mothers and their youngsters were called in 
turn to aid Dr. Stewart in illustrating flat feet, 
corrective surgery for club feet, and the use of cor- 
rective shoes, respectively. 


Use of X-ray Films 


X-ray films of various bone conditions were 
shown on the viewer. Later the doctor produced 
the skeleton of a foot and lower leg to demonstrate 
posture and the effects of low, medium and high 
heels on the foot. 

Throughout the entire procedure there was a 
chatty, conversational atmosphere. Dr. Stewart 
actually completed his portion of the program about 
three minutes before scheduled time—a normal error 
in judgment—but the audience didn’t realize it. 
Instead, the producer stepped into camera range 
immediately and began to ask questions about 
specific points that had been mentioned during the 
show. 

Dr. Stewart produced additional x-ray films to 
re-emphasize these points, and the three-minute 
period passed quickly as a sort of summary of the 
entire program. Then the producer made a few re- 
marks about the next medical society program and 
other coming events on “Community Workshop,” 
and the show was over. 

It was as simple as that. No one had to wipe his 
brow or breathe a big sigh of relief. The principals 
said amicable farewells, gathered up their coats and 
hats and strolled out of the studio in groups of two 
or three, as free from strain as though they had 
been only watching the program on the TV screen 
in their own home, instead of performing in it. 

Somewhere during the half-hour, it had been 
mentioned casually that “this may not be exactly 
the way your own doctor would correct this situa- 
tion. There are several other ways and he may feel 
one of them is better for your child’s particular 
case.” 

That took care of possible criticism stemming 
from differences of professional opinion. 

A similar precautionary statement is woven into 
every program involving anything even potentially 
controversial. 

Dr. Stewart also was described, in the closing re- 
marks, as a spokesman for and representative of the 
King County Medical Society. The Society, it was 
observed, was sponsoring the program as a public 
service in the interests of better health. 

That took care of any possible objections from an 
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ethical standpoint—neither Dr. Stewart nor any of 
the 60 other doctors has been criticized on that 
ground, incidentally, although they always are 
identified by name. 

On the Seattle telecasts all dialogue is spon- 
taneous and “‘ad lib”— that is, presented without 
being previously memorized from a formal script. 

And this, Dr. Hawley believes, is a big secret of 
the program’s success. 

“Don’t lecture at them, Doctor. Just look into 
the camera and tell the parents listening what pre- 
cautions they should take for their children,” Dr. 
Hawley may suggest if a physician shows a ten- 
dency to “‘stiffen up”. 

Invariably, the doctor does relax. His words 
sound natural and easy, and his point gets across— 
as shown by the station’s mail response. 

The tendency to freeze up before the camera 
isn’t too serious a problem, however—only once 
has a Seattle doctor become so flustered as to be 
absolutely unintelligible. 

The biggest hurdle, says Dr. Hawley, is “getting 
doctors to talk in simple, nontechnical terms.” 

Dr. Hawley is a bear on that point. As chairman 
of the society’s speakers’ bureau, he once inter- 
rupted the dean of the University of Washington 
Medical School, who was speaking on a public lec- 
ture program, with the request to “please put that 
in English for the audience, Doctor.” 

“We just have to hammer it home to a Jot of 
doctors that it is better for them to be understood 
even if they are inexact than to be technically cor- 
rect but incomprehensible,” he explains. 

Other hints from the Seattle committee: 

1. In television, eye-appeal is all-important: Don’t 
let one speaker talk too long. Use lots of visual 
aids, 

Seattle doctors have proved ingenious at devising 
their own eye-catching props. Dr. W. W. Klem- 
perer, for example, used two ping-pong balls—one 
cracked and one dented—to demonstrate lateral 
and depressed skull fractures for a program on home 
accidents. 

2. Just educate, don’t try to entertain. You can’t 
make a professional actor of a doctor overnight. 
But every physician knows how to give advice. 

3. Always have a “sponge,” to use up extra time, 
in the event the prepared material goes faster on the 
air than at rehearsal. 

The “sponge” technique, of course, wouldn’t be 
needed in a formal program that had been re- 
hearsed letter for letter. But both the trustees and 
members of the public-relations committee of the 
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Dr. Clarence C. Pearson, center, was a prin- 
cipal figure on a doctor-prepared television 
program devoted to correct diet. With him 
appeared a physician's wife, Mrs. L. G. Shroat, 
left, and a dietitian, Miss June Pettibone. 


King County society are convinced their program 
more than makes up in friendly, direct appeal for 
what it may lack in polish. 

Of course, not everything has gone smoothly. 
There have been a few incidents that more rigid 
program-preparation might have avoided. One doc- 
tor, after an explanation to a young “patient” on 
the dangers of mishandling firearms, absent-minded- 
ly went ahead with additional remarks while point- 
ing a pistol directly at the youngster for a period of 
two or three minutes. 

The KING switchboard was abuzz with incom- 
ing calls for several minutes after that episode. 

Another doctor, whose hobby is a boy’s baseball 
league, apparently couldn’t resist the opportunity 
of plugging his favorite project. For a whole minute 
he departed from the rehearsed program to declaim 
on the merits of “Little League” baseball. “I 
couldn’t think of anything else to say right then,” 
he explained later. 

**Those unexpected incidents weren’t really seri- 
ous, though,” says Mrs. Evans. “Actually, doctors, 
patients and all concerned have done fabulously, 
despite the fact that a lot of persons told us ama- 
teurs couldn’t perform satisfactorily.” “The “fabu- 
lous” claim is based in part on proved audience 
following. 

It is interesting to note that the Seattle society’s 
purposes closely parallel those the New York society 
outlined for its projects, and the Seattle series be- 
gan the same month the first of the New York 
shows was aired. 


THE LONGER THE BELT LINE 
99 


Says Dr. Hawley: 

“The society recognized that one of the duties of 
the profession is to see that the public is correctly 
informed in health matters. That is why we have a 
Speakers’ Bureau. It was part of the same pattern 
of thought to utilize television to extend this service. 

“Our objective is to give the public correct in- 
formation as to the utilization of drugs, the preven- 
tion of disease, and the proper procedure in emer- 
gencies until a doctor can take charge. 

“Our idea is not to tell patients how to diagnose 
or treat disease. We do tell them what not to do, 


and what danger signals to watch for—in other 
words, we try to answer the question ‘When should 
I call the doctor?’ ”, Dr. Hawley declared. 

In these days when more misinformation on 
health is being peddled than correct information, 
we are convinced that television offers one of the 
very best means of reaching the public with sound 
advice. 

"We think our television programs help us give 
small doses of authoritative information and let us 
show the Seattle-area public effectively that ‘Your 
Doctor is Your Friend’.” 


“Your husband must have complete rest. 
Now you take these pills every hour.” 
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The United States Treasury Building, an edifice very much in the news as 
American earners enter the tax season and Form 1040 becomes popular reading. 


Your Federal Income Tax 


BY GEORGE A. DONOHUE 


Il. THE DEDUCTIONS OF THE GENERAL PRACTITIONER 


In LasT month’s issue the various types of gross 
income which must be reported by the general prac- 
titioner on his income tax return were discussed 
and analyzed. This month we shall review the de- 
ductions which the doctor may be able to take in 
arriving at his net income. 


Adjusted Gross Income 


Deductions must be separated into two groups, 
(1) those allowable in determining adjusted gross 
income, and (2) other. In general, professional ex- 
penses are included in the first group, and personal 
deductions, such as contributions to charity and 
real estate taxes on one’s residence, are placed in 
the second. 

The income tax return form makes it necessary 
to compute and state the amount of the adjusted 
gross income, which plays a part in determining 
several of the statutory deductigns. To illustrate the 
importance of adjusted gross income in the compu- 
tation of an individual’s income tax, let us assume 
that Dr. Brown has $15,000 of gross income, pro- 
fessional expenses of $5,000 and other deductions of 
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$500, including taxes, interest, contributions, etc. 

His adjusted gross income is $10,000, arrived at 
by subtracting the professional expenses from the 
gross income. Although his other deductions are 
only $500, the law allows him to take an arbitrary 
additional deduction, known as the “optional stand- 
ard”’ deduction, equal to 10 per cent of his adjusted 
gross income, but not in excess of $1,000. Since his 
adjusted gross income is $10,000, the optional stand- 
ard deduction is $1,000 and Dr. Brown’s net in- 
come is $9,000. 

The amount of the adjusted net income is also 
a necessary factor in computing certain specific de- 
ductions, like the deduction for charitable contri- 
butions and the medical deduction, when the op- 
tional standard deduction is not used. Because of 
the $1,000 limitation on the optional standard de- 
duction, a doctor will sometimes find it more ad- 
vantageous to itemize and claim the specific non- 
professional deductions to which he is entitled, 
especially when his adjusted gross income (gross 
income less professional expenses) is substantially 
greater than $10,000. A doctor who owns his own 
home and pays real estate taxes upon it as well as 
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Subscription price of medical journals is deductible. 


interest upon a mortgage may also find that his 
actual nonprofessional deductions exceed the op- 
tional standard deduction. 

For example, let us assume that Dr. White has 
$20,000 gross income, $5,000 professional expenses, 
real estate taxes $600, state income tax $400, mort- 
gage interest $300, miscellaneous deductions $100. 


Adjusted gross income 
Optional standard deducti 


Real estate taxes 
State income tax 

Mortgage interest 
Miscellaneous 


Adjusted gross income (above) 
Less: Actual nonprofessional deductions 


While most doctors will be able to approximate 
adjusted gross income merely by deducting profes- 
sional expenses from gross income, a few other items 
must also be deducted if they occur. If the doctor 
owns rented real estate and includes the rent in his 
gross income, he must deduct the incidental taxes, 
depreciation and repairs. If a net long term capital 
gain is included in gross income, the doctor must 
deduct 50 per cent of such gain, since only 50 per 
cent is taxable. If he has a net capital loss he must 
deduct the $1,000 which he is permitted to apply 
against ordinary income. 

The following example will illustrate the compu- 
tation of adjusted gross income where a doctor has 
both rental income and capital gains. 


Professional income 
Rental income 
Long-term capital gains 
Gross income 
Professional expenses 
Rental expenses 
50 per cent of long-term capital gains 


$17,600 


8,400 


Adjusted gross income . . . $9,200 
Optional standard deduction (10 per cent) 920 


With these comments in mind, the role played 
by “adjusted gross income” in the computation of 
your income tax will become clear to you as soon as 
you have looked over your income tax blank. 


Professional Expenses 


These include office rent, light, heat, nurses’ 
salaries, supplies, and depreciation on equipment, 
furniture and fixtures. 

Where the doctor has his office in his home, dif- 
ferent questions arise according to whether he rents 
or owns the family residence. 

If he rents the house, obviously a part of the rent 
is deductible as a business expense, and this part 
should be based upon the rental value of the rooms 
used for business rather than upon the amount of 
space occupied. For example, if the doctor used two 
lower front rooms of a ten-room house for his office, 
the deductible portion of the rent might be 40 per 
cent rather than 20 per cent. In addition the doctor 
would deduct a suitable part of the cost of light, 
heat, maid-service, etc. 

If the doctor owns the house, instead of deduct- 
ing a share of the rent he may deduct a share of the 
taxes, depreciation and maintenance. Doctors often 
fail to deduct depreciation under such circum- 
stances, yet a professional man is just as much en- 
titled to take depreciation upon a residence used 
in his business as upon an automobile so used. If 
the doctor’s car is used 50 per cent for business, 
he does not forget to deduct 50 per cent of the 
depreciation. The same principle applies to the sec- 
tion of the doctor’s home used as an office. 

If an automobile is used exclusively for profes- 
sional purposes, the entire cost may be deducted as 
depreciation. For example, assume that the doctor 
pays $3,000 for such a car, uses it for four years, 
and receives a $1,000 trade-in allowance. He recov- 
ers the $2,000 cost by deducting $500 depreciation 
each year for four years. When he turns the car in 
for a new $3,000 model he realizes no gain or loss, 
and the cost basis of the new car is $3,000, repre- 
sented by the $1,000 trade-in allowance and the 
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$2,000 cash payment. Of course he also deducts 
each year the out-of-pocket expenses of mainte- 
nance, including gas and oil, service station charges 
and insurance. If he uses the car only 50 per cent 
of the time for business, he may deduct 50 per cent 
of all these items. 

Entertainment expenses are legitimate deductions 
to the extent that they are ordinary and necessary 
expenses of obtaining business. For example, a sur- 
geon may deduct the cost of entertaining at dinner 
general practitioners and their wives, provided he 
keeps a record of the expenses incurred and the 
names of the guests, and provided he can show that 
some business was obtained from some of the guests. 
If nonprofessional guests are included in the party 
only a part of the cost will be allowed. 

On the other hand, a general practitioner newly 
established in a locality may quite properly enter- 
tain some of the leaders in the community in the 
hope of building up his growing practice, but he 
will find revenue agents very reluctant to allow the 
cost of such entertainment, except to the extent the 
doctor can show that new business actually resulted. 
Because of the difficulty of distinguishing between 
business and social entertaining, it is essential for 
the general practitioner to keep a careful record of 
the time and place of entertainment, the items of 
expense and the names of the guests, so as to afford 
the examining office no excuse for failing to make 
a reasonable allowance. 

Dues paid to professional societies are of course 
deductible, but club dues will be allowed only to 
the extent that the revenue agent can be convinced 
that the club facilities were used for business rather 
than social purposes. The fact that some of the 
acquaintances made at a country club later resulted 
in obtaining new patients should entitle the doctor 
to a substantial allowance. 

The expenses of attending medical conventions 
are deductible. The deductibility of the cost of post 
graduate or special training courses is denied by 
the Treasury Department as a personal expenditure, 
but some courts have overruled the Government 
upon the ground that the expenses of a general 
practitioner in keeping abreast with the changes in 
his profession are business rather than personal, 
and such expenses should be claimed by the general 
practitioner. 

The subscription price of medical journals is of 
course deductible, and so is the cost of general 
periodicals used exclusively in the waiting room. 
Any extensive purchase of technical books should 
be written off by means of annual depreciation. 
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Small tools and replacement parts may be written 
off when purchased, but expensive equipment should 
be depreciated over the useful life. 

Commissions paid by surgeons or other specialists 
must be reported as income by the general practi- 
tioner who receives them, but their deductibility by 
the specialist is a vexed question. Since we are con- 
cerned primarily with the problems of the general 
practitioner, we shall merely say that a revenue 
agent may not permit the surgeon or other spe- 
cialist to deduct commissions where such payments 
are prohibited by State law. 

Taxes. In the case of doctors who own their own 
homes, taxes are often the largest single item of 
deduction. Real estate taxes are deductible whether 
imposed upon business or residential property, but 
special assessments for improvements are not. State 
income taxes are deductible. Estate, legacy, inheri- 
tance and gift taxes are not deductible. State and 
city sales taxes are deductible. 

State taxes on gasoline are deductible if imposed 
on the consumer, and even if they are imposed upon 
the wholesaler or retailer they may be deducted by 
the consumer if they are separately stated by the 
filling station or other retailer. This is the general 
practice. 

In general, Social Security contributions which a 
doctor is required to make on the salaries of tech- 
nicians, nurses, and other business employees are 


Entertainment expenses are legitimate deductions. 
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deductible by him, as they are really an additional 
business expense. This includes Federal and State 
old age, unemployment and disability contributions. 
Some states (including California, Illinois, New 
York, and New Jersey) classify contributions to un- 
employment funds as a tax rather than as a business 
expense, and doctors in these states may also deduct 
contributions on the wages of domestic servants. 

Of course, Federal income taxes are not deduct- 
ible, and Federal import, excise and stamp taxes 
can be deducted only if incurred in connection with 
trade or business. These include stamp taxes and 
taxes on admissions, dues, telephone and telegraph 
messages, railroad tickets, etc. 


Nontrade and Nonbusiness Expenses 


A few years ago the law was amended to allow 
the deduction of expenses not connected with trade 
or business, if incurred: 

(1) for the production or collection of income, or 


(2) for the management, conservation or maintenance of property 
held for the production of income. 


This has been construed to allow the deduction 
of the expenses of taking care of stocks and bonds, 
including bank custodian fees and safe deposit ren- 
tals. It also includes the cost of travel to inspect 
income-producing property, lawyers’ and account- 


ants’ fees for preparing income tax returns and for 
contesting additional income tax assessments, fees 
of investment counsel, etc. 


Charitable Contributions 


This includes contributions to corporations and 
funds for religious, charitable, scientific, literary or 
educational purposes. The limitation on the deduct- 
ible amount used to be 15 per cent and is now 20 
per cent of the adjusted gross income. Under a re- 
cent decision, the value of blood donated to the 
Red Cross is not deductible. 


Medical Deduction 


This subject should be studied carefully by the 
general practitioner, so that he may be able to ad- 
vise his patients correctly about the deductions to 
which they are entitled. Economically the matter 
is perhaps more important to the doctor than to 
the patient. 

Congress has taken the first steps towards the 
deduction of medical expenses, but has imposed 
three severe limitations upon the amount allowed. 


(1) Only the amount in excess of 5 per cent of adjusted gross income 
can be deducted. For example, if a man’s adjusted gross is 
$10,000 and he spends $500 for medical expenses, he gets no 
deduction because there is no excess over 5 per cent. If either 
the taxpayer or his wife is over 65 years of age, this limitation 
is waived as to the expenses of the iliness of either of the two. 

(2) The total deducted may not exceed $1,250 for each income 
tax exemption. For example, a man and wife with one child 
filing a joint return are entitled to three exemptions, and their 
medical deduction cannot exceed $3,750. 


When computing his income tax, a taxpayer can- 
not take the regular $600 exemption for a depend- 
ent who has $600 of gross income of his own. But 
when computing the medical deduction, the $1,250 
limitation is allowed for every dependent who is 
otherwise qualified, even if he has independent in- 
come of $600 or more. When computing the income 
tax, additional $600 exemptions are allowed if the 
taxpayer or his wife are over 65 years old or blind, 
but when computing the medical deduction no addi- 
tional $1,250 allowances are made for these factors. 
(3) On a separate return the deduction is limited to a maximum 

amount of $2,500, and on a joint return to a maximum of 
$5,000. 
For example, Mr. Smith, a widower with two children spends 
$5,000 in 1953 for the care of a child stricken with infantile 
paralysis. His adjusted gross income is $10,000. 
Allowable 
Ist limitation: excess over 5 per cent of adjusted gross 
2d limitation: $1,250 for each exemption 
3d limitation: maximum allowed on separate return . . 


$4,500 
3,750 
2,500 


Mr. Smith can deduct only one-half the amount 
he was obliged to expend in a catastrophic illness. 

Medical expenses of course include bills of doc- 
tors, nurses and hospitals. They also cover the 
charges of dentists, chiropodists and licensed osteo- 
paths and the cost of false teeth, eye-glasses, hear- 
ing aids, artificial limbs and crutches. They include 
therapeutic and convalescent treatments and the 
premiums on accident and health insurance. 

While the law is liberal as to the kind of expendi- 
ture, in many cases the amount allowed is far from 
adequate. Sometimes it is possible to obtain a larger 
deduction by planning. For example, Mr. Jones 
spends $500 a year for the treatment of an ailing 
wife, but he cannot deduct any part of this because 
it does not exceed 5 per cent of his $10,000 ad- 
justed gross income. But if he paid his 1953 bills 
in January, 1954 and his 1954 bills in December of 
the same year, a total of $1,000, he could deduct 
$500 on his 1954 return. This is because expenses 
are deductible in the year in which payment is 
made. 

Another (and little known) device is based upon 
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the fact that a cash-basis taxpayer who postpones 
meeting his expenses by issuing promissory notes 
cannot deduct the expenses for income tax purposes 
until the notes are paid. If Mr. Smith, in the pre- 
vious example, who was able to deduct only $2,500 
of the $5,000 spent by him in an infantile paralysis 
case; had paid $3,000 to doctors and nurses in 1953 
and given the hospital notes for $2,000 payable in 
1954, he could have deducted $2,500 in 1953 and 
$1,500 in 1954, the excess over the 5 per cent limi- 
tation in each year. Of course the hospital could 
have discounted the notes at the bank, if desired. 

It is generally recognized that the medical deduc- 
tion should be liberalized, and the Congressional 
Committees are now studying the subject. Perhaps 
the restriction of the deduction to the excess over 
5 per cent of the adjusted gross income is the most 
objectionable of the three limitations, as it deprives 
most taxpayers of any benefit at all. For example, 
a taxpayer with an adjusted gross income of $10,000 
can obtain no deduction for expenses of less than 


Referral Chart Pads Still Available 


Requests for referral chart pads are still being filled 
in large numbers by the Academy. Members are 
finding it of great value both in making referrals and 
in securing findings on their referred cases. As re- 
ported in our August, 1952, issue, specialists, too, 
appreciate the form which serves to give them in 
compact form, all necessary information on a re- 
ferred patient. (It can also be a subtle reminder 
that the case is still the patient of the man who 
sent him in!) 

The Consultation and Referral Chart is the prod- 
uct of two California physicians, Drs. Joseph Tel- 
ford and John Long. Its use alleviates any misun- 
derstanding or confusion that might arise from 
verbal requests for consultation. The upper two- 
thirds of the 8% by 11 sheet provides the consultant 
with a concise record of the case up to the time of 
referral. The lower third gives the general practi- 
tioner space to suggest disposition of the case and 
to outline his own future role. 

Pads containing 100 of the charts may be ob- 
tained for one dollar from the Kansas City head- 
quarters of the Academy. 
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$500, and it is usually only in the case of disastrous 
illness that medical expenses exceed $500 in one 
year. A $10,000-a-year family ordinarily spends most 
if not all of the $10,000 on its routine cost of living, 
and when more than $100 or $200 is required for 
medical expenses, its ability to pay income taxes is 
impaired. It would be more realistic to allow as de- 
ductions all medical expenses over 24% per cent of 
adjusted gross income, regardless of the number of 
exemptions and other limitations. 

The medical associations will present their argu- 
ments to the tax committees. It would be a great 
service both to the public and the medical profes- 
sion if every member of the A.A.G.P. would speak 
or write to his own Congressmen about liberalizing 
the medical deduction. A grass-roots demand from 
all sections of the country would carry great weight. 


This is the second of four articles dealing with tax matters as 
they affect the general practitioner. Mr. Donohue is a member of 
the Massachusetts Bar, and Tax Counsel for Murphy, Lanier & Quinn, 
New York, Auditors and Public Accountants.—Publisher 


Introducing: 
Referring Physician: 
Referred to: 


Tentative Diagnosis: 
Examination Requested: 


Date: 


CONSULTATION AND REFERENCE REQUEST 


Case Work-up Pertaining to This Hiness 
History: 
Positive Physical Findings: 
Laboratory and X-Ray Findings: 
Medication or Procedures already utilized: 
Financial Recommendation: 
(Use reverse side for further information) 


Requested Disposition of Case 
Consultation and Report and: 
Return patient as soon as consultation work-up is completed 
Return patient after conclusion of care for this illness 
Assume management for this particular iliness 
Assume future management within your field 
Explain to patient: 
Diagnosis 
Outline treatment 
Refer back for interpretation and treatment 
if Surgery is indicated: 
Referring physician requests to: 
Assist 
Perform surgery 
Give anesthesia 
Consultant proceed without referring physician's participation 
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j 
105 


Medical Economics of Interest to Congress 


In nis address before the House of Delegates at 
St. Louis in December, Dr. E. J. McCormick, presi- 
dent of the American Medical Association, said: 

“The socialistic trend and government intrusion 
into the business and affairs of the people have 
shown little evidence of change. The greatest battle 
for the preservation of democracy is yet to come.” 

Congress convenes the first week in January and 
among the numerous domestic problems confront- 
ing its 1954 session are several of particular interest 
to medicine. All signs point to the application of 
strong pressures to gain enactment of certain legis- 
lation which Dr. McCormick probably had in mind 
when he gave vent to the pessimistic observation 
quoted above. 


Although there are no indications that compul- 


A.M.A."'s Dr. Elmer Hess, Chairman 
of the Council on Medical Service. 


Trends and Events in the Nation’s Capital 


sory national health insurance will be pushed on 
Capitol Hill this year, battle lines already are being 
drawn for some other prospective contests. Those 
concerned with Federal medical care benefits for 
servicemen’s dependents and veterans are particu- 
larly controversial and are regarded, in some quar- 
ters, as direct links with socialization. Department 
of Defense, besides advocating broadening of the 
base for military dependents’ care, will support 
legislation to set up a program of military scholar- 
ships in medical and dental schools and some lively 
cross-questioning is anticipated when this plan 
reaches the committee hearing stage. 

The Congressional bill expected to attract the 
most attention, if Senate and House sponsors go 
through with their announced intention of working 
for its passage in 1954, is the proposed national 
health plan predicated on increasing enrollments in 
voluntary prepayment medical care groups through 
provision of Federal subsidies that would permit 
broader benefits at lower premium costs to the 
participant. Rep. Charles A. Wolverton, who is 
chairman of the House Interstate and Foreign Com- 
merce Committee, has intimated that the Flanders- 
Ives-Javits bill will be given careful consideration 
and public hearings possibly scheduled. This is the 
bill, indorsed by several liberal Republican mem- 
bers of Senate and House, which contemplates sub- 
sidization of prepayment plans as an alternative to 
outright socialized medicine. 

Representative Wolverton and two other mem- 
bers of his committee were due to return to Wash- 
ington late in December from a six-weeks’ inspection 
tour of national health services in Great Britain, 
France, and the Scandinavian countries. Neither the 
Wolverton committee nor its Senate counterpart, 
the Labor and Public Welfare Committee, showed 
any disposition in 1953 to take up any health legis- 
lation. In contrast, both groups are expected to 
place this subject high on their working schedules 
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this year, especially if President Eisenhower evinces 
interest in the matter. 

Seasoned Washington observers anticipate a 
“bullish” trend on Capitol Hill in national health 
affairs on the basis of a number of contributing 
factors. First, it will provide popular campaign ma- 
terial for the elections next November. Second, re- 
cent utterances by two members of President Eisen- 
hower’s Cabinet—Secretary of Defense Wilson and 
Secretary of Health, Education and Welfare Hobby 
—have betrayed signs of a desire by the Adminis- 
tration to bring competent medical care within 
reach of greater numbers of Americans. Third, 
members of Congress cite increasing volume of mail 
on health matters as evidence of a rising tide of 
public interest in medical economics and the supply 
of medical manpower. 

It is conceded by these same observers that effort 
will be made, both within and outside Congress, to 
delay any major legislative action on health pending 
completion of investigations by the Hoover Com- 
mission and the Commission on Intergovernmental 
Relations. These inquiries, between them, will probe 
into such controversial issues as veterans’ medical 
services, hospitalization and outpatient care benefits 
for dependents of military personnel, similar bene- 
fits for merchant seamen, Federal grants to states 
for hospital construction and public health meas- 
ures, financial support of medical schools, and the 
feasibility of unifying all Federal medical operations 
in a single administrative agency. 

Despite the fact that strong arguments may be 
mustered for postponing any action pending com- 
pletion of these two studies and publication of 
recommendations, it is felt that public hearings, at 
least—if not final legislative action—will be con- 
ducted on some of the more important issues. In 
any case, the pattern to be followed should become 
known before the end of January. 


INDUSTRIAL 


HEALTH EDUCATION 


PLAN PROPOSED 


UMW Completes Hospital Program 


Washington headquarters of the United Mine 
Workers Welfare and Retirement Fund has an- 
nounced that the month of November marked start 
of construction on the last of the ten hospitals being 
erected with UMW financing in Virginia, West 
Virginia, and Kentucky. They will be operated as 
a network with central purchasing, personnel, and 
pharmacy services. The ten hospitals will have a 
total of 1,035 beds to care for miners and their 
dependents. 

At the recent A.M.A. meeting in St. Louis, Dr. 
Elmer Hess, chairman of the Council on Medical 
Service, acknowledged that some doctors of dubious 
ethics were taking the miners’ medical program 
“for a buggy ride,” and that the union’s decision 
to build hospitals was a consequence of this profit- 
eering. He questioned, however, whether the ex- 
pensive construction program might not bankrupt 
the Welfare and Retirement Fund. 


Dr. Berry Takes Over from Dr. Casberg 


Dr. Frank Brown Berry is to be nominated by 
President Eisenhower as Assistant Secretary of 
Defense for Health and Medical Affairs, to succeed 
Dr. Melvin A. Casberg. The latter is returning to 
private medical practice. 

In his new position, Dr. Berry will exercise 
authority in framing of policy and shaping legisla- 
tion on medical care for servicemen’s dependents, 
procurement of physicians for the armed forces, 
internship and postgraduate training, and other 
military medical matters. 

He has resigned his position on the Columbia 
University medical faculty and will give up his pri- 
vate practice in New York to devote full time to 
the government post. 


A serigs of six lecture sessions on occupational health is being 
proposed by the Commission on Industrial Health and Hygiene 
of the Medical Society of Pennsylvania in collaboration with the 
State Health Department’s Bureau of Industrial Hygiene. The 
series is primarily for general practitioners, the majority of whose 
patients work in some industry, many of them without any occupa- 
tional health service. The lectures will cover preventive medicine 
and rehabilitation, as well as the general practitioner’s concern 
with management relationships. The proposal stems from em- 
phasis of the A.M.A.’s Council on Industrial Health on the role of 
the general physician in the area of occupational health. 


| 
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The Care and Feeding of Laboratory Equipment 


BY HENRY L. ETTMAN 


WHEN physicians set up practice, they invest in a 
certain amount of laboratory equipment—equip- 
ment which, in time, comes to represent a sizeable 
financial investment. Beyond that, however, the 
equipment contributes considerably to the efficacy 
of the doctor’s practice. It is not too much to say 
that dependable and accurate laboratory results of 
proven methods rest on a two-fold foundation—on 
the qualifications and technical abilities of the 
analyst, and the accuracy of the instruments used. 
If a highly accurate piece of scientific apparatus is 
used carelessly and not properly maintained, then 
no matter what the abilities of the analyst are, 
good results can’t be expected. 

Most good laboratory apparatus is, fortunately, 
of the workhorse variety. It’s rugged, completely 
dependable, and will last forever if given reasonable 
care. Like a workhorse, it will, in return, repay its 
master with a lifetime of devoted and unquestioning 
service. 


To clean lens surfaces, wipe first with a lens tissue. 


The maintenance of good laboratory equipment 
is comparatively simple. Here are a few hints to 
help you get top efficiency and long life from some 
essential laboratory aids. 


The Microscope 
GENERAL 


Keep the microscope covered with a bell jar, or 
keep it in its cabinet when not in use. Minimize ex- 
posure to dust. Dust is one of the microscope’s 
worst enemies. 


LENSES 


Oil or other materials should always be wiped 
from objectives as soon as possible. Wipe with a soft 
cloth or lens tissue slightly moistened with xylol. 
Avoid excess xylol as it may seep through lens 
elements. 

Make it a practice periodically to observe the rear 
surface of objective with a magnifying glass or a low 
power eyepiece held in reverse. If dust is present, 
brush it out with a camel’s hair brush—or, still 
better, blow it out with a rubber ear syringe bulb. 

Never, never, unscrew the objective elements or, 
in any way, attempt to manipulate or separate these 
objective lens systems. If you feel there is anything 
wrong with the lens elements, they should be re- 
turned to qualified companies for attention. 

Eyepieces may be unscrewed and dust particles 
brushed or blown out. Most dust particles are, 
however, on the top or bottom lens surfaces of the 
eyepiece. To clean these surfaces, wipe first with 
lens tissue, breathe on them, and then, while re- 
volving, wipe with a soft, washed linen cloth. 


COARSE ADJUSTMENT 


Occasionally, carefully remove the microscope 
body tube from the stand for cleaning. Wipe with a 
soft cloth moistened with xylol. Clean the rack and 
pinion teeth with a tooth brush. Lubricate only the 
sides of the rack with fine paraffin oil. 

Never lubricate the teeth of the rack or pinion. 

Should the body tube not remain in adjusted 
position when in use, friction can be increased by 
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tightening the two coarse adjustment screws found 
on top of the rack slide in most microscopes. 


STAND 


Never use alcohol to clean the stand or any of its 
parts, as this may remove lacquer from certain 
portions. 

Immersion oil or other foreign materials should 
be removed with a soft cloth moistened with xylol 
and then wiped dry with a soft chamois. Dust 
should be removed by brushing with a camel’s hair 
brush and wiping with soft flannel. Always brush 
or wipe with the grain of the finish to minimize 
scratches. 


CONDENSER AND MIRROR 


A great deal of the efficiency of any microscope is 
directly related to the available illumination. There- 
fore, it is of prime importance always to keep the 
mirror and condenser surfaces clean. 

Clean the mirror and condenser by wiping with a 
very soft cloth or high quality lens tissue. Should 
oil or other materials contaminate the mirror or the 
condenser surfaces, clean with a soft cloth or lens 
tissue slightly moistened with xylol. As in cleaning 
any other parts of the microscope, avoid any 
rough materials such as gauze. 


Laboratory Glassware 


So much accuracy depends on laboratory glass- 
ware, especially of the calibrated type, that much 
attention should be given to its maintenance. 

For example, scratches or etch marks in or on 
colorimeter tubes or cells will absorb light and lead 
to erroneous final readings. 

Etching of interiors of pipettes and tubes from 
the use of extremely high alkaline detergents may 
cause free alkali to enter a reaction or interfere with 
observing calibrations or contents. High alkaline de- 
tergents will also etch glassware, altering visibility 
and other characteristics. 

Improperly cleaned laboratory glassware may add 
variables to methods and techniques that lead to 
inaccurate results. 


GENERAL 


It should be realized that there is no single clean- 
ing material or detergent which will overcome all the 
soil problems encountered. It is, therefore, sug- 
gested that cleaning materials be adapted to specific 
problem categories in order to obtain proper clean- 
ing results and maintenance of laboratory glassware. 
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Glassware should be thoroughly washed in a 
ionic det t and then properly rinsed. 


Every laboratory should have on hand, as its basic 
glassware cleaning kit, the following types of 
cleaners: 

1. Concentrated hydrochloric acid; 

2. Acid dichromate cleaning solution; 

3. Concentrated nitric acid; 

4. Anon-ionic type detergent—preferably in concentrated liquid 
form; 

. A dry detergent of stronger or more alkaline type, specifically 
designed for the cleaning of laboratory glassware, with the 
minimum etching qualities; 

. At least one detergent specifically designed for removal of 
blood. 


As a general rule, it is best to use a diluted, non- 
ionic type detergent, as this type eliminates any 
ionic deposits in or on glassware. 

Glassware that is soaked and washed in a non- 
ionic detergent and then properly rinsed presents 
no surface film or content that would interfere with 
procedures. 

Where stronger cleaners or detergents are indi- 
cated, use those that are specifically intended for 
certain purposes. Do not attempt to adapt deter- 
gents or cleaners of unknown qualities to laboratory 
glassware—especially the calibrated precision type. 


NEW LABORATORY GLASSWARE 


To be sure of the accuracy of any laboratory glass- 
ware, insofar as cleanliness is concerned, the follow- 
ing procedure is suggested. If followed, this will 
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eliminate any free alkali that still may be present in 
the new glassware that you obtain: 

+ Soak for 15 minutes in concentrated acid; 

. Wash in tap water; 

. Wash in the diluted, non-ionic detergent; 

. Rinse in tap water; 

. Rinse in distilled or deionized water. 


wn 


GLASSWARE FOR MICROCHEMICAL PROCEDURES 


Glassware that has previously been used and is to 
be cleaned for various micro determinations such as 
micro blood sugars, hemoglobins, etc., and espe- 
cially that glassware that may be used in sodium 
potassium determinations by flame photometry, 
should be thoroughly washed in a non-ionic type 
liquid detergent. This, of course, is assuming there 
are no hard-to-remove stains or soil. If stains or soil 
are present, the glassware should be first soaked for 
a short period of time in acid dichromate cleaning 
solution, rinsed in tap water, washed in a non-ionic 
detergent, and then rinsed in distilled or deionized 
water. 

Never leave calibrated glassware of any type— 
particularly pipettes—in acid dichromate cleaning 
solution for a very long period, because the volume 
of such glassware will be altered by its long ex- 


posure. 


BLoop DILUTING, HEMOGLOBIN PIPETTES, AND 
RELATED ITEMS 


Glassware having contained blood should be 
given a special cleaning technique. As with all 
laboratory glassware, it is much preferred to flush 
out blood diluting pipettes, etc., immediately after 
they are used. 

If this cannot be done, the following is suggested: 
First, it would be well to have a small covered pan of 
a diluted, non-ionic detergent handy on the labo- 
ratory bench. As soon as possible, the pipettes, etc., 
should be manually filled and allowed to soak in this 
material until time for complete cleaning becomes 
available. 

If this procedure is followed, it will prevent the 
staining of the interior of the glassware and adher- 
ence of difficult-to-remove soils. When time allows, 
these pipettes can then be flushed out with tap wa- 
ter and, finally, distilled or deionized water. 

If it is not convenient or possible to soak the 
pipettes, tubes, etc., in a non-ionic, diluted deter- 
gent immediately after use, and stains, etc., present 
themselves, the following procedure is suggested: 


1. If the glassware is discolored or stained, it should be manually 
filled with a suction bulb, or other device, with acid dichromate 


solution and allowed to remain therein for a short period of 
time; 

2. Remove from dichromate, rinse out in tap water (wear rubber 
gloves—acid dichromate can give a very bad acid burn); 

3. Rinse out in diluted, non-ionic detergent; 

4. Rinse in deionized or distilled water. 


If the stains, adherence of blood particles, etc., 
are not too excessive in the glassware, the acid 
dichromate portion of the technique may be elimi- 
nated and, in its place, the use of one of the hexa- 
metaphosphate low alkali detergents, specifically 
designed for removing blood residues, may be 
employed. 


HEMOGLOBIN TUBES, COLORIMETER CUPS AND CELLS 


These articles require special care in maintaining 
and cleaning in order to avoid mars or scratches. As 
with blood diluting pipettes, it is suggested that a 
pan with a gauze pad in the bottom, and filled with 
diluted, non-ionic detergent, be kept on hand. 

If these articles cannot be washed immediately 
after use, place the cups or cells in this pan. Be sure 
they do not rub against each other. Allow to soak; 
wash in tap water; then distilled or deionized water. 

If the cups or cells can be washed immediately, 
rinse them out in a diluted, non-ionic detergent, 
rinse in tap water, then deionized or distilled water. 


SEROLOGICAL, MEASURING PIPETTES, BURETTES, 
GRADUATED CYLINDERS, ETC. 


This glassware should be treated essentially the 
same as suggested for blood diluting pipettes. It is 
well to keep on hand two large glass or polyethylene 
jars—in one, keep acid dichromate cleaning solu- 
tion; in the other, a diluted, non-ionic detergent. 
Immediately after use, depending on the condition 
of the glassware, place in either one of the above 
mentioned solutions. 

Never place any of the glassware in acid dichro- 
mate unless absolutely necessary, as it tends to alter 
contents of any volumetric glassware. 

Rinse well in tap water. If glassware has been in 
acid dichromate solution, wash in diluted, non- 
ionic detergent, rinse in tap water, then distilled or 
deionized water. 

If acid dichromate has not been used, rinse in tap 
water and then distilled or deionized water. 


HEMACYTOMETER COUNTING CHAMBERS AND SIMILAR 
APPARATUS 


Here, perhaps, is one of the most important in- 
struments used in daily clinical laboratory diagnosis. 
Unless the surface of the hemacytometer counting 
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chamber is free from soil or adherent film, cell dis- 
tribution will not be even and, hence, errors will 
be permitted to creep into final results. 

Immediately after use, rinse the counting cham- 
ber in a diluted, non-ionic detergent and rinse in 
distilled or deionized water. This will assure you 
that there will be no surface film residue on the 
chamber and will also do much to preserve the en- 
graved lines of the instrument. 


STAINED GLASSWARE 


As a general rule, badly stained glassware should 
be cleaned by trying those solutions, in the order 
given, as follows: 


1. Hydrochloric acid; 
2. Acid dichromate cleaning solution; 
3. Nitric acid. 


No matter which of the above three solutions is 
used, the glassware should then be rinsed in tap 
water, washed in diluted, non-ionic detergent, and 
rinsed in deionized or distilled water. 


Colorimeters and Spectrophotometers 


These instruments, which are fast becoming a 
standard part of all clinical laboratory operations, 
actually deserve a great deal of special training on 
the part of the analyst to maintain good operation. 
However, as everyone cannot obtain such training, 
there are certain rules that should be followed, 
somewhat along the following lines. 

The first prime requisite is not to attempt to 
make repairs or adjustments on the instrument that 
are not suggested by the manufacturer in his man- 
ual. These instruments can, however, be kept in 
good maintenance over long periods of time by ob- 
serving the following: 

Keep as dust-proof and clean as possible. Should 
dust particles settle and adhere to parts of the in- 
strument, clean off similar to procedure suggested 
for microscopes, i.e., blow off with a rubber bulb, 
wipe with a soft cloth with the grain of the instru- 
ment, or brush with a camel’s hair brush. 

Mirrors should be cleaned preferably with lens 
paper or a soft fabric. Where necessary, use well di- 
luted, non-ionic detergent. 

Be sure to keep spare bulbs and extra exciter 


lamps around, so that should any one of them burn 
out, you will not be out of laboratory operation. 

Another good rule to follow that will save you 
time, money, and frustration is to make.it a habit 
periodically to check the reagents and techniques 
employed with your instruments against known 
standards. After all, these instruments, particularly 
those of a photoelectric type, have inherent in them 
many of the same difficulties you may encounter in 
your radio or television set. Photo cells fatigue, con- 
densers lose their efficiency, etc. Therefore, it is 
wise periodically to check the instrument. 

This is especially true if you are suspicious that it 
is not giving good results. Before sending your in- 
strument in to the dealer or manufacturer, check it 
against a known standard, such as a blood sugar, 
hemoglobin, etc. Then, if erroneous results are ob- 
tained, the instrument should be sent in for re- 
checking and adjustment. This will assure you of 
accurate results and longer life of these modern pre- 
cision instruments. 


Centrifuges and Similar Equipment 


As a general rule, these instruments are sturdy 
and, with reasonable care, will last many many 
years. There are a few simple rules to follow: 


1. Keep liquid out of the interior of the instruments. Should, by 
accident, liquid get into the interior, do not attempt to use the 
instrument until it has been thoroughly dried out. 

2. In the maintenance of a centrifuge, it is of utmost importance 
that the tubes always be well balanced. A centrifuge that is 
run with one tube out of balance with the other will cause 
wearing of the shaft and bearings very rapidly. 

3. Use minimum lubrication on moving parts, but do lubricate 
periodically with a fine grade oil or material as suggested by 
the manufacturer. Keep in mind that over-lubrication tends to 
cause as much difficulty as under-lubrication. But it is important 
that lubrication be maintained on all moving parts of laboratory 
instruments. 


Perhaps some of these helpful hints on the care 
and feeding of laboratory equipment will help the 
physician or his assistant form good habits of appa- 
ratus maintenance. We hope so. Because such hab- 
its certainly will pay off in better, more accurate, 
completely dependable results, as well as in longer 
life for the equipment, and hence, less expense to 
its owner. 


= | 
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Your Perfect, Permanent Assistant—How To Get the Most From It 


BY ROBERT FULLERTON 


IN EvERY doctor’s office there is an invisible door— 
the telephone. And patients who come through it 
should be handled as courteously as those who visit 
personally. 

Many physicians, nurses, and receptionists have 
found that good telephone manners are an integral 
part of the doctor-patient relationship, and strive to 
make each telephone contact—like each personal 
contact—pleasant and agreeable. 

The telephone is an essential tool in the modern 
physician’s practice. At the same time, it imposes 
certain barriers which are not present when the 
patient makes a personal visit. Face-to-face, the 
patient not only hears the doctor’s voice, but sees 
his gestures, mannerisms, and facial expressions. 
The telephone strips all this away—leaves only the 
doctor’s voice to convey his thoughts and personal- 
ity. The same is true for nurses, receptionists, and 
other assistants in the office. Thus a patient could 
form a definite opinion of the doctor, his office, and 


(this may sound far-fetched, but is humanly true) 
even his professional ability, from a few telephone 
calls. 

Many business firms have learned the importance 
of telephone courtesy the hard way—through can- 
celled orders and lost business they might have got- 
ten, had employees been up on their telephone man- 
ners. Some businessmen have become so concerned 
about it, in fact, that they have asked telephone 
company representatives to study their firm’s tele- 
phone habits, give lectures to employees, and hold 
periodic meetings on telephone courtesy. The re- 
sult—more congenial contact between customer 
and company, more satisfied customers, more busi- 
ness. Telephone courtesy pays off. 

Granted, the medical profession is not compar- 
able with the drug or department store business. 
But there are certain basic rules of telephone cour- 
tesy which are universal. And in such a highly per- 
sonalized field as the physician’s practice, good 


This young lady illustrates how the telephone should be held when talking— 
half an inch from the mouth, the transmitter directly in front of the lips. And greet 
the caller cordially. A smile on your lips will put a smile in your voice. How 
not to do it is shown in the picture at the right. A cigar in the mouth, transmitter 
held below chin—it's a wonder the caller can even hear what this man is saying. 
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Speak to the person—not to the telephone. 


telephone manners are even more important. 

The logical place to begin is with the voice. Every 
voice has a personality. With tones and inflections, 
it can express many characteristics—gayety, gloom, 
calmness, affection, arrogance, flippancy, im- 
patience. The telephone faithfully reproduces these 
expressions at the other end. If you are disinter- 
ested, your voice will say so. If you are genuinely in- 
terested in the conversation, your caller will know 
it. Your voice should reflect sincerity and friendli- 
ness. Speak in a normal tone, enunciate clearly, and 
you'll make a good, lasting impression on your 
caller. 


A Prompt Answer Turneth Away Wrath 


The second the telephone rings, the caller is be- 
ginning to form an impression of your office. 
Answering promptly is the best way to get off to a 
good start. Women in the telephone company busi- 
ness offices are trained to answer on the first ring. 
Though this may not be possible all the time in your 
office, the telephone should be answered as soon as 
possible. 

The caller should receive a gracious and friendly 
greeting. It doesn’t have to be long and involved— 
friendliness is what counts. This tone should be 
maintained throughout the conversation. Try to be 
helpful, and don’t make the caller ask for answers 
to obvious questions. To show what we mean, let’s 
contrast these two conversations: 

(Telephone rings—several times) 

“Hello.” 

‘Hello, is this Dr. Brown’s office?” 

“May I speak to Dr. Brown, please?” 

*“Who’s calling?” 
“This is Mrs. Smith.” 
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**He’s not in.” 
“When do you expect him?” 

“I’m not sure—sometime around 3.” 

“Would you take a message?” 

**O.K. What is it?” 

**Tell him Billy is much better. His temperature 
is back to normal.” 

*O.K. Who did you say this is?” 

**Mrs. Smith.” 

*Oh, all right. I'll tell the doctor.” 

Notice the coolness and disinterest? It sounded 
as if the receptionist didn’t really care about Mrs. 
Smith, the fact that her son is feeling better, or 
whether the doctor got the message. Now contrast 
that call with this one: 

(Telephone rings—once) 

“Dr. Brown’s office. Miss Jones.” 

**May I speak with Dr. Brown, please?” 

“I’m sorry, Dr. Brown is on a call. I expect him 
back at 3. May I take a message, or could I help 
you?” 

**This is Mrs. Smith. Please tell him that Billy is 
much better. His temperature is back to normal.” 

**Fine, Mrs. Smith. I’m sure the doctor will be 
glad to hear it. I’ll tell him as soon as he comes in.” 

**Thank you. Goodby.” 

**You’re welcome, Mrs. Smith. Goodby.” 

The receptionist got no more information on the 
second call than on the first. Yet the two calls were 
entirely different. The second time, the caller felt 
her call was welcome—that the receptionist took a 
personal interest in her and her son’s welfare. If you 
were the patient, wouldn’t you like that? 

This brings up another point for the person who 
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Be sure of the number before you call. 


answers the telephone in the doctor’s office. Many 
doctors like to know the name of the person calling, 
before coming on the line. If asked ‘“‘Who’s call- 
ing?” or “What’s your name?”’, the caller might 
think the doctor will talk only with certain people, 
however. A much better phrase is “Thank you. 
May [ tell him who is calling?” The same informa- 
tion is obtained, but the caller is much less likely 
to take offense. 


Hold That Line—But Courteously 


There are times when the doctor or receptionist 
must leave the line to consult a case history or check 
other information. It’s always best to explain what 
is going to be done, and how long it will take. For 
example, if a patient asks about a bill, the reception- 
ist (or whoever keeps the books) might say, ‘I'll be 
glad to check that for you. Will you hold the line, 
please?” If she is gone more than thirty seconds, 
she might return with ‘Thank you for waiting.” If 
it’s going to take several minutes to obtain the in- 
formation, she should say, “It’ll take about three 
minutes to look that up. Would you like to wait, or 
should I call you back?” If asked to call back, she 
should do so promptly. 


And Finally, Finish with Finesse 


When you feel the call has served its purpose, you 
can end the conversation by thanking the person for 
calling or by verifying the action you are going to 
take as a result of the call. Even if the caller is 
talkative, he’ll get the hint. 

The end of the call should be as pleasant as the 
beginning. If the caller expresses his appreciation 
for something you have done for him, acknowledge 
it with “You’re welcome”—not ‘O.K.”, “All 
right”, or ‘You bet”. If the caller has done you a 
service, say “Thank you”—and make it sound 
sincere. 

Here are some other tips on good telephone 
usage: 

1. Speak directly into the transmitter in a normal 
voice. You lips should be half an inch from the 
mouthpiece. A pencil, cigar, cigarette, or gum in 
your mouth will make it more difficult to under- 
stand you. 

2. Try to visualize the other person. Many people 
speak mechanically over the telephone. Speak to the 
person and not to the telephone. 

3. Say “Thank you” and “*You’re welcome.” This 
is one way to smile over the telephone. 

4. Be attentive. Your caller will appreciate your 
listening politely and not interrupting what he is 
saying. 

5. Use the patient’s name. To him, there’s no 
sweeter sound. 

6. Be sure of the number before you call. A wrong 
number irritates you and the person you have 
called by mistake. 

7. Hang up gently. Slamming down the receiver 
when you’ve finished talking is as discourteous as 
slamming the door when you leave a house. 

Every physician’s office is different, and every 
office has developed its own way of handling calls. 
Any system will work, as long as there is a sincere 
desire to use the telephone courteously. The tele- 
phone system is a modern miracle—mechanically 
the best in the world. The manner in which it’s 
used is up to you. 
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A Vitamin Digest. By Guy W. Clark. Pp. 254. Price, $6.50. 
Charles C Thomas, Springfield, Ill., 1952. 


As the title indicates, this book presents a concise his- 


tory of vitamins plus research into their early recogni- . 


tion as a dietary factor. Each vitamin is treated sepa- 
rately—its history, chemical formula, physical charac- 
teristics, uses, methods of study. 

New importance of subclassification, and laboratory 
use of small animals, and even bacteria, in isolating pure 
forms for study are stressed. This is an up-to-date, con- 
cise manual. There is a lengthy discussion of use and 
method of storing food to obtain maximum results from 
vitamin content. 

Animal studies are included for students, veterinari- 
ans, nurses, and those desiring a general knowledge of 
the subject. 

An annotated bibliography of more than a thousand 
references makes the book a digest of material of varied 
sciences. 

The general practitioner will find this book interest- 
ing, informative, and a worth-while addition to any 
library. —Srantey L. Harpy, M.D. 


Contact Dermatitis. By George Waldbott, M.D. Pp. 232. Price, 
$8.75. Charles C Thomas, Springfield, Ill., 1953. 


Thirty years of experience went into the writing of 
this monograph and the result is a comprehensive 
coverage of the subject by Dr. Waldbott. 

Abundant photographs provide excellent illustra- 
tion of the disease. The book stresses the many varia- 
tions and causative agents of contact dermatitis as well 
as the importance of finding the causative agent as the 
basic and most important step in proper treatment. In 
a way, the book can be compared to a detective story, 
the disease being the corpus delicti, the illustrations of 
body patterns the clues, and the determination of the 
etiologic factor the eventual sclution of the crime! 

I am not in accord with the author when he points 
out that this book may be valuable to some patients with 
chronic conditions by helping them to co-operate ef- 
fectively with the doctor. It is my opinion that this sub- 
ject is too complex and professional to be understand- 
able to the average layman. 

The author states that “negroes are said to be affected 
less often than whites.” In the South and Southwest, 
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we find negroes affected as often as whites but less often 
correctly diagnosed because their dark skin masks the 
condition. Eosinophilia is usually absent in contact 
dermatitis except in severe chronic cases. 

In the discussion of pruritus ani, no mention is made 
of the overgrowth of monilia following the wide use of 
the broad spectrum antibiotics, a very common and 
bothersome condition in this age of antibiotics. 

As in the case of most scientific monographs on com- 
plex conditions, there are many instances in which the 
author’s statements are not in complete accord with the 
reviewer's opinions, but the concepts of the book are 
nevertheless generally acceptable. 

This volume will appeal to both dermatologists and 
general practitioners and is especially worthy of a place 
on the bookshelf of the busy general practitioner. 

—B. H. Bayer, M.D. 


Clinical Cardiology. Edited by Franklin C. Massey, M.D. Pp. 
1,100. Price, $13.50. The Williams & Wilkins Co., Balti- 
more, 1953. 


This book is an excellent compilation of medical in- 
formation for those wishing a concise guide to the prob- 
lems of clinical cardiology. 

In its more than 1,000 enlightening pages, the basic 
sciences, medical and surgical diagnosis, and therapy 
roentgenology and electrocardiology are completely 
presented. There is a total lack of medical dogma. 
The pros and cons of current controversial cardiac 
problems are openly discussed, leaving the burden of 
proof with the future. 

This book will supply all information needed to 
guide the general practitioner in practicing better 


cardiology. —I. D. LeFevre, M.D. 


The Roenigen Aspects of the Papilla and Ampulla of Vater. 
By M. H. Poppel, M.D., H. G. Jacobson, M.D., and R. 
W. Smith, M.D. Pp. 195. Price $8.50. Charles C Thomas, 
Springfield, Ill., 1953. 


This book presents a study by roentgen methods of 
the ampulla and papilla of Vater in normal individuals 
and in the presence of disease. The writers begin with 
a discussion of the normal anatomy, the physiology, the 
embryology, and the developmental variations in these 
and adjacent structures. They show that the normal 
papilla can frequently be identified in films showing the 
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Nutritionally similar to whole milk but with neg- 


ligible sodium content, Lonalac solves the prob- 
lem created by the high sodium content of the 
usual protein foods. 


When sodium intake must be sharply restricted, 
protein deficiency is seriously threatened . .. since 
meat and eggs can be used only in small quanti- 
ties and milk, with its still higher sodium content, 
usually must be eliminated. 

With Lonalac supplying the protein equivalent 
of milk, the patient's nutritional needs can be 
generously met, even on a 200 mg. sodium diet. 


is as milk is as a 
age and in soups, muffins, desserts, etc. It permits 
varied and appetizing meals that encourage pa- 
tients to adhere to a low sodium regimen. 


Lonalac is virtually free of cholesterol. 


Lonalac is supplied in 1 pound and economical 
4 pound cans. Low sodium diet outlines suitable 
for use by patients are available on request. 
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descending limb of the duodenum containing barium if 
the observer carefully examines this area. The effect of 
various diseases in the papilla and the various techniques 
which may give information about them are discussed. 
The chapter on carcinoma, whether arising in the 
papilla, the duodenum, or the pancreas, is particularly 
good. The book is generously illustrated and, as is cus- 
tomary with this publisher, the reproductions of x-ray 
films are very well done. This little book is a good 
example of what can be done by observers who are 
interested in a small but important area. It is well 
worth consulting by radiologists, surgeons, or other 
physicians who must deal with disease of the biliary 
tract. —Ross Gotpen, M.D. 


Cepying and Duplicating Medica! Subjects and Radiographs. 
By H. Lou Gibson. Pp. 75. Price, $5.00. Charles C 
Thomas, Springfield, Ill., 1953. 


This monograph covers the details of photographic 
techniques that are used in visual education by means of 
photographs and lantern slides. As might be expected, 
in view of the fact that the author is Technical Editor 
for the Eastman Kodak Company, the illustrations are 
superb. The text presents methods that could be ap- 
plied effectively in a hospital that cannot support a more 
elaborate department of photography. In this sense it is 


a means for improving educational activities in some 
hundreds of small hospitals throughout the United 
States. —Huceu H. Hussey, M.D. 


The Surgery of Infancy and Childhood. By Robert E. Gross, 
M.D. Pp. 975. Price, $16.00. W. B. Saunders Company, 
Philadelphia, 1953. 


Study of such a volume as this is inadequate if con- 
fined to mere perusal. Such a classic should be used and 
reused as a reference book or even as a “consultant.” 

In expressing the purpose of the volume, the author 
states that the book is limited to experiences and proce- 
dures carried out at Children’s Hospital, Boston. Con- 
troversial views are not discussed and certainly that is 
to the benefit of the reader intent upon getting the 
experiences and advice of one authority. 

In some sixty-nine chapters the author covers a vari- 
ety of surgical conditions which are as unusual as they 
are varied. The reviewer of such a volume can only pe- 
ruse and grasp the intent of a small segment of this 
book— only those conditions which he has encountered 
in his experience. Childhood surgery, pre- and post- 
operative care, are properly stressed and considered. A 
chapter on anesthesia for pediatric surgery is a mono- 
graph in itself, the reading of which will well repay the 
operator who gives even a momentary light anesthesia 
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HP*ACTHAR Gel, subcutaneously or intramus- 
cularly brings fast, dependable relief in ano- 
genital pruritus and other itching dermatoses. 
HP*ACTHAR Gel does not provoke sensitivity 
reactions, as do so many “sedative drugs” or 
“antipruritic ointments”. 

Three patients with intractable anogenital 
pruritus who were completely relieved by ACTH 
therapy have been reported in a recent article.t 

In other instances, HP*ACTHAR Gel provides 
needed relief until specific, time-consuming 
Measures can exert control. 


tFromer, J. L., and Cormia, F. £.: J. Invest. Dermat. 18: 
1, 1952. 
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in his office. Not meant as a detraction, but as a tribute 
to the excellence of the rest of the book is this reviewer’s 
disappointment on finding but scant mention of regional 
ileitis—a fact hinted at by the author when he admits 
the incompleteness of the book, stating that “it lacks 
discussion of many subjects which are a part of our 
daily surgical practices.” 

The author makes a plea against splitting off surgery 
of childhood as a specialty, stating that already we have 
departmentalized and isolated areas of our teaching as 
well as routine care of human illnesses. Not meant as 
compensation for this tribute to general practice is this 
reviewer’s conviction that the book is a “MUST” to 
anyone who does any pediatric surgery, be it only the 
occasional appendix, and to any physician to whom the 
ills of childhood are of genuine concern. 

—Watter W. Sackett, Jr., M.D. 


Roentgen, Radium and Radioisotope Therapy. By A. J. Delario, 
M.D. Pp. 371. Price, $7.50. Lea & Febiger, Philadelphia, 
1953. 


This small volume attempts to cover the entire field 
of radiation therapy. It purports to be of value not only 
to the general practitioner, but to radiologists and other 
specialists who use ionizing radiations in the course of 
their work. This purpose is not realized. 

A considerable portion of the book is devoted to the 


physical principles upon which radiation therapy is 
based. However, these chapters are not only written in 
a rambling, haphazard fashion with a poor choice of 
words, but actually contain erroneous material. For 
example, a new “theory” as to the propagation of x-rays 
by neutrinos is not only without foundation, but is con- 
trary to all present physical knowledge. 

There is too much material, too briefly presented, 
with not enough information about various theories and 
formulas. Someone without any background in radi- 
ation physics would be lost. 

To a practicing radiologist, however, the most shock- 
ing portion of the book is Chapter Twelve. In twelve 
pages entitled ‘The Therapeutic Irradiation Dose and 
Diseases Amenable to Irradiation Therapy,” the author 
presents the clinical scope of radiation therapy. Here 
under headings of “Diseases Usually Requiring a Cer- 
tain Number of Skin Threshold Erythema Doses” (an 
antiquated term) there are lists of diseases which re- 
spond to certain exposures. These lists are voluminous 
and contain such extravagant suggestions as using x-ray 
in the treatment of chronic malaria. It would seem 
that the most important thing that a nonradiologist 
would want to know would be the reasons for the use of 
x-ray therapy in particular diseases, as well as some 
statement as to whether x-ray is superior to, equal to, or 
inferior to the treatment of a particular disease by some 
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other method. It is this comparison which the non- 
radiologist needs in order to make a proper judgment 
for his patient. This is lacking and could not be pre- 
sented in twelve pages. 

In summary, this book is inadequate in its basic 
presentation and misleading to the general practitioner. 
Furthermore, it is too confusing for the beginner in 
radiotherapy. —Morton M. Kucerman, M.D. 


Patients Are People. By Minna Field. Pp. 244. Price, $3.75. 

Columbia University Press, New York, 1953. 

Family doctors have always known that patients are 
people, and have practiced medicine accordingly Since 
the advent of psychosomatic medicine, all medical men 
have become profoundly aware of man as a total entity, 
one in which the maladjustment of a part can seriously 
affect another part, or the whole. 

There has developed, naturally, from this, in all areas 
of medicine, a new, humanisti¢ approach to the prob- 
lems of sick people, especially of patients with pro- 
longed illnesses. Such a philosophy of care for the 
chronically ill has been pioneered at Montefiore Hospi- 
tal, New York City, where Mrs. Field, the author, is 
Assistant to the Chief, Division of Social Medicine. 

She defines patients here as “total human beings, 
with potentialities despite their limitations; with social 
and family problems caused or aggravated by the illness 
and needing attention if medical care is to be truly 
effective.” This, of course, is the way a conscientious 
general practitioner sees all his patients. 

Mrs. Field’s solution is the integration of medical 
facilities touching the patient, with the medical institu- 
tion as the core. Whether or not the institution can pro- 
vide the human touch recognized as necessary must 
remain, however, a moot question. In the opinion of this 
reviewer, it is the personal physician who must always 
be the core in the patient’s health program. 

General practitioners have always accepted the family 
as the medical unit. The family doctor alone can relate 
the patient’s emotional needs to his physical condition; 
an impersonal medical institution or workshop cannot. 

Most doctors will find this a stimulating book of ex- 
ploration in an uncharted field. With some of it they 
will almost certainly disagree, as did this reviewer. 

—Mac F. Canar 


Pathology of the Heart. Edited by S. E. Gould, M.D. Pp. 1,023. 
Price, $25.50. Charles C Thomas, Springfield, Ill., 1953. 
This is a beautifully published single volume by Dr. 
Gould and thirteen eminent collaborators, covering 
normal and pathologic cardiac physiology from embry- 
ology to senescence. 

The book presents an orderly approach to the subject 
with a short chapter on history and an excellent chapter 
on the embryologic formation of the heart which re- 
wards the reader with a very clear basic understanding 
of cardiac growth, function and developmental defects. 
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We are pleased to announce that PABS (Pub- 
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This is followed by chapters covering the structure of 
the heart and normal cardiac physiology. 

The major portion of the volume is devoted to a very 
complete discussion of all phases of cardiac pathology 
and abnormal physiology, including the basis for various 
diagnostic procedures with suggestions for their use in 
clinical investigation. A complete chapter is added in 
which clinical symptoms, signs, and physical or labora- 
tory findings are correlated with the underlying causa- 
tive pathology. 

The subject matter is well written, with easy reading 
facilitated by large print on good paper. The text is 
adequately illustrated by photographs, diagrams, and a 
few colored plates. 

The pathologist, busy clinician, and medical student 
will find this volume an excellent source of factual ma- 
terial for any cardiac study. 


—lIvan C. Heron, M.D. 


Handbook of Treatment of Acute Poisoning. By E. H. Bensley, 
M.D. and C. E. Joron, M.D. Pp. 201. Price, $2.50. 
Renouf Publishing Co., Ltd., Montreal, 1953. 


A handbook on the emergency treatment of acute 
poisoning should fit the coat pocket or the glove com- 
partment of the physician’s car; this one does. The 
scope of the book is wisely limited to the treatment of 
acute poisoning with emphasis on emergency measures. 


Especially valuable to the average practitioner is a brief 
section on the basic principles of toxicology and general 
rules of treatment. Bulk of the volume is devoted to 
common types of acute poisoning. An appendix pre- 
sents a list of equipment and medicinals that should be 
in an emergency poison kit. 

Organization of material is unusually good, and pres- 
entations of the various topics are orderly, clear, and 
brief. The printing, paper, and binding are satisfactory. 

This manual will be of particular value to the physi- 
cian who has a limited knowledge of toxicology but who 
may be called upon unexpectedly to treat a case of 
acute poisoning. —Jesse D. Rusinc, M.D. 


A Guide to Human Parasitology. By D. B. Blacklock, M.D. 
and T. Southwell, Ph.D. 5th Ed. Pp. 228. Price, $5.50. 
The Williams & Wilkins Company, 1953. 


A Guide to Human Parasitology deals with intestinal 
parasites, both pathogenic and nonpathogenic. The 
book is intended particularly for general practitioners 
and those doctors interested in disease of the intestinal 
tract. The English authors have had a large experience 
in this field and have covered the subject well. This 
edition is the fifth and has been completely brought 
up to date since the war. Many illustrations and draw- 
ings bring out the points necessary in the discussion of 
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each disease. Some of the discussions are academic, 
but they do supply the essential details. 

This book furnishes excellent material to those men 
who want to refer quickly to laboratory methods, 
diagnostic procedures, and prevention of the disease. 
For the man who wants to do research work or wants 
longer references and more complete detail, other 
sources must be examined. But for the busy practi- 
tioner who wants to look up his material quickly, I 
know of no better book than this to find the essential 
details even to the prevention of disease. I recommend 
this to general practitioners interested particularly in 
intestinal parasites. 

—J. P. Sanpers, M.D. 


Modern Concepts In Medicine. By Julius Jensen Ph.D. 
Pp. 636. Price, $11.50. The C. V. Mosby Company, St. 
Louis, 1953. 


To this reviewer this book is a pattern which future 
textbooks for medical students will follow. It combines 
physiology, bacteriology, biochemistry, and the practice 
of medicine. In its present form it is still incomplete 
and will necessarily need some revision, additions, and 
corrections, but it is a good start. As the author in- 
tends, it will ‘‘create some thinking and research along 
lines of clear distinction between the different funda- 
mental methods of study.” He states in the last chapter: 


“It must be apparent to the present day student of 
medicine that the most important advances in knowl- 
edge will be made by men who know chemistry, physics 
and mathematics.” Certainly his integrated concept of 
medicine will make these difficult courses far more 
interesting to the student. 

The volume in all probability will not be popular 
with the American College of Surgeons because of a 
very subtle remark aimed, presumably, at them. He 
says “Modern medicine has now become so inextricably 
interwoven with the rest of the social fabric that modern 
men of medicine can no longer remain in ivory towers. 
It is necessary to consider man as a whole. His de- 
rangements must be studied in relation to the entire 
hierarchy of adaptive processes and against his en- 
vironment—the understanding physician can be of 
more help to his patient than can the technical expert. 
This, of course, implies also a thorough understanding 
of all the chemical and physical structures which make 
up the human fabric.” And he dismisses the subject 
of chronic appendicitis in one paragraph of exactly 
seventy-one words, ending with this sentence: ‘Unless 
the symptoms warrant it, operation is not justified.” 

In the first chapter the author gives an historical 
account of the development of modern medical con- 
cepts, citing the effects of superstition, simple observa- 
tion, Christianity, the Renaissance, capitalism and the 
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welfare state, the contributions of Hippocrates, Galileo, 
Kepler, Descartes, Francis Bacon, Locke, Sydenham, 
William Harvey, Morgagni, Bichat, and others; the 
development of modern ‘‘Systems of Medicine,” such as 
those of Osler, Nelson, and others; and he points out 
the possibility of fallacy in many medical statistics in 
the presence of hidden variables, so that data, to be 
studied statistically, must be suitable for numerical 
analysis. This requires that it can be weighed and 


measured and also that it have a certain permanence. . 


This chapter is concluded with a discussion of the 
formative process of L. L. Whyte, which states that 
living organisms tend to change in a manner which will 
support some purpose consistent with the maintenance 
of life. Linking this with Hans Selye’s work on the 
physiology and pathology of stress, and activated by 
his interest in the field of cybernetics (combined physics, 
physiology, and mathematics devoting particular atten- 
tion to control and communication in the animal and 
in the machine), he has prepared the reader for the 
chapters that follow. 

A sketchy perusal of this book will be most un- 
satisfactory. One must read it in its entirety to appreci- 
ate its value. I recommend it to anyone who will spend 
the time to study it; I recommend it particularly to 
educators in the various branches of medicine. It will, 
as the author intends, stimulate your thinking. 

—Cyrus ANnperson, M.D. 


Family Doctor. By Richard and Dorothy Williams. Pp. 245. 
Price, $3.50. Random House, New York, 1953. 


This is essentially a biography of a successful genera] 
practitioner, Dr. J. J. Steinfelder, now approaching 70, 
who lives in New York City still surrounded by patients 
who love him and colleagues who respect him. The book 
should have a timely public appeal. It is a biography 
used as a vehicle for a message, and as such is a per- 
ceptive work. 

The portrayal of the doctor’s early and later exper- 
iences in practice combine to form sharp contrast be- 
tween the practices and methods of the last decade, 
and today’s techniques. 

The public will get from this book some knowledge 
as to how a general practitioner can grow from a period 
when immunizations were not used and the cause of 
pneumonia was unknown, to the intelligent application 
of modern laboratory procedures and antibiotics and 
even to a philosophic attitude about the Kinsey Report, 
all the while retaining and increasing the love, respect, 
and confidence of his patients. 

The book ends with this quotation from Dr. Stein- 
felder: ‘“That’s why, if my time were my own, I would 
spend it making the rounds of the medical schools and 
preaching, urging young men to specialize in the field 
where humanity needs them most—the general practice 
of medicine.” —Me_rrit Suaw, M.D. 
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Clinical Unipolar Electrocardiography. By Bernard S. Lipman, 
M.D. and Edward Massie, M.D. 2nd Ed. Pp. 309. Price, 
$6.50. The Year Book Publishers, Inc., Chicago, 1953. 


This is the second edition of this well-prepared 
monograph on the unipolar electrocardiogram. New 
chapters or sections on cardiac arrhythmias, myo- 
carditis, congenital heart disease, hyperventilation, and 
the Master’s two-step test have been added. As the 
title implies, this book deals only with the electro- 
cardiogram, and vectorcardiography has not been in- 
cluded due to the authors’ conviction that the com- 
bination of the two would be difficult for the beginner 
to grasp. 

The data are concisely presented in an elementary 
form that should be easily understood by even the neo- 
phyte. The dogmatic presentation is of benefit to the 
student, intern, or practicing physician not acquainted 
with electrocardiography, and avoids the confusion that 
arises in many other texts. Complex and detailed 
discussions and controversial issues are omitted for the 
purpose of presenting an uncomplicated pedagogic 
approach easily grasped by the uninitiated. The section 
on the arrhythmias exemplifies this approach. 

The division of the actual electrocardiograms into a 
separate section apart from the drawings and dis- 
cussion prevents their full utilization as concurrent 
illustrative material, and therefore detracts somewhat 


from their value. In spite of this handicap, the be- 
ginner in electrocardiography will find this monograph 
a clear introduction to the understanding of unipolar 
electrocardiography. —Bruce I. Suniper, M.D. 


This Is Your World. By Harry A. Wilmer, M.D. Pp. 165. 
Price, $5.50. Charles C Thomas, Springfield, Ill., 1952. 


The chronically ill patient always should offer a 
challenge to the physician and to the professional 
worker that deals with him. Whether it be tuberculosis 
or some other disease of a like nature with which the 
patient is ridden, a solution must be found to circum- 
vent the dread melancholy that may accompany it. 

The problems, multitudinous in number, that arise 
in caring for the chronically ill have been well studied, 
enumerated, and delightfully worked out by Dr. Wil- 
mer. These psychiatric problems are those particularly 
pertaining to patients with tuberculoses, but certainly 
apply to patients with other long-lasting, tedious 
illnesses as well. 

The larger portion of this book deals with illustra- 
tions and approaches that may be used by the worker in 
helping patients to adjust emotionally to their predica- 
ment. Dr. Wilmer has worked out in some detail six- 
teen dialogues bringing out emotional conflict situations 
for use in group discussions with adult patients. These 
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situations are between child and parent and, used 

carefully, help to bring some insight to the patient as to 

his own behavior with those around him in a sanatorium. 

Dr. Wilmer has interspersed poetry and illustrations 

to carry out his design. This is a delightful little book. 
—ARrTHUR N. Jay, M.D. 


in General Practice. By Jacob Hyams Swartz, 
M.D. Pp. 581. Price, $11.00. The Williams & Wilkins 
Co., Baltimore, 1953. 


This is a well-organized, quick reference work that 
definitely has its place on the general practitioner’s 
desk instead of in his library. The illustrations are 
excellent and, for some reason, do not seem to suffer 
from being black and white instead of in color. Each 
condition is plainly described without a lot of re- 
dundant words. In describing many conditions, the 
author is content to give the clinical picture, etiology 
and treatment. There is a commendable tendency to be 
very frank about those conditions in which treatment is 
useless or not indicated. The author has been able to 
capture the salient facts of description of a disease and 
present it quickly and clearly in such a manner that 
an immediate word picture is given. If this book is 
handy and is used, it will not only simplify but will 
improve dermatology in the physician’s office. 

—Anprew S. Toms, M.D. 


The Allergic Patient and His World (including Sources of Allergens). 
By Florence Eastty Sammis, M.D. Pp. 156. Price, $4.75, 
Charles C Thomas, Springfield, Ill., 1953. 


This monograph has been designed for the instruc- 
tion of allergic patients and contains simplified explana- 
tions of the various types of allergic phenomenon in 
words that the lay reader can understand. The intro- 
duction defines the general terms used in allergy and 
the chapter on general consideration answers the 
questions most commonly asked by allergic patients. 

The chapter on hay fever is supplemented with a 
chart of pollen counts by states, pictures of common 
allergens, and maps of the seasonal distribution of 
common allergens. The chapter on food allergy is com- 
plete with food charts and botanical classification of 
edible plants and elimination diets. Skin allergy is 
dealt with briefly and is well documented by table of 
sensitizers, irritants, and allergens. A brief chapter on 
bronchial asthma and one of special instructions for 
dust elimination are included. Forty-three special 
recipes for mixing and preparing foods are included. 

This monograph is recommended for those general 
practitioners who are interested in the problems of the 
allergic patient, or as a quick reference source for 
allergens, irritants, recipes, and diets, and for the 
allergic patient on whose intelligent co-operation the 
physician can count. —Georce L. Tuorpe, M.D. 
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GP Quiz Answers 


Questions appear on pages 76-77. 
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Answer 

(1) GP July, page 37. 

(4) GP July, page 74. 

(1) GP July, page 78. 

(4) GP August, page 45. 
(2) GP August, page 55. 
(4) GP August, page 72. 
(3) GP August, page 85. 
(2) GP August, page 64. 
(2) GP September, page 40. 
(5) GP September, page 50. 
(4) GP September, page 68. 
(3) GP September, page 74. 
(5) GP October, page 32. 
(1) GP October, page 40. 
(3) GP October, page 59. 
(5) GP December, page 47. 
(1) GP October, page 83. 
(2) GP November, page 37. 
(1) GP November, page 40. 
(4) GP November, page 41. 
(5) GP November, page 59. 
(2) GP November, page 77. 
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Why risk sensitization 
resistant organisms 
using systemic 
antibiotics for intranasal 
application? 


Violent sensitization following parenteral 
administration of a widely used systemic 
antibiotic, which is also available in nose- 
drop form. Painted by medical illustrator 
Paul Peck from actual case. 


‘DRILITOL’—S.K.F.’s dual antibiotic intranasal preparation— 
obviates fear of sensitization or resistant organisms to widely 
used systemic antibiotics. 


WITH ‘DRILITOVL’, there is no danger of sensitizing the patient 
to—nor of developing in him organisms resistant to—penicillin 

or the “‘mycins’’, which are so frequently used systemically 

in serious infections. 
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Obstetrics, Syncope, and Antibiotics To Feature Wednesday Program in Cleveland 


Four outstanding lecturers in the field of obstetrics 
and gynecology; an unusual symposium to explore 
the area of headache, dizziness, and syncope; and 
one of the most comprehensive reviews of anti- 
biotic therapy ever presented to a medical gathering 
—there is a bill of fare that should whet the appetite 
of every general practitioner in the country. When 
you add to the third “dish” the extraspecial fea- 
ture of a personal appearance by Sir Alexander 
Fleming, you have a menu that should break all 
previous Assembly attendance records. 

The Committee on Scientific Assembly takes 
particular pride in its selection of the first speaker 
Wednesday morning, because he’s an active mem- 
ber of the Academy. Dr. Robert M. Myers was the 
first president of both the Missouri and the Greater 
Kansas City chapters. He has served as chief of 
staff of Trinity Lutheran Hospital and Richard 
Cabot Clinic. He spent twenty-one months in the 
European Theater in World War II winning four 
battle stars. Dr. Myers can write D.D. as well as 
M.D. after his name, being an ordained minister. 
Because he is one of the most popular public 


speakers in the Missouri Valley, his audience on 
March 24 will be well entertained, in addition to 
being well instructed. 

One of his Kansas City colleagues has said: “Bob 
Myers handles the techniques of delivery in the 
best tradition of the obstetrician, but he handles 
the patient with the sensitive insight of the family 
doctor.”’ So it is understandable that he considers 
medical management in obstetrics to include an 
understanding of the conditions which can make 
pregnancy either a nightmare or a delightful ex- 
perience to the prospective mother. He will describe 
ways of establishing rapport between physician and 
patient, to abolish the primary complicating factor 
of fear. He will conclude the presentation with a 
review of the acute, chronic, and metabolic com- 
plications which can change a physiologic condition 
into a pathologic one. 

At 9:30, Robert L. Faulkner, M.D., will present a 
discussion on ‘Management of Vaginal Bleeding.” 
Dr. Faulkner is associate professor of obstetrics and 
gynecology at Western Reserve Medical School. 
He is secretary-treasurer of the American Board of 


Robert M. Myers, M.D. (left), outstanding speaker who will open the Wednesday program. Robert L. Faulkner, M.D. (middle), will discuss 


“Management of Vaginal Bleeding’? at 9:30. Allan C. Barnes, M.D. (right), will champion the frequently neglected multiparous patient. 
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two 
outstanding 
reasons why 


is so highly effective 
for the persistent, dry 
and unproductive cough 


Dihydrocodeinone is used (in equivalent dosage) 
instead of codeine, for its exceptional freedom 
from such side effects as nausea, vomiting, 
constipation and retention of sputum. 


Pyra-Maleate® the highly effective antihistaminic, 
is included in the formula, for suppression of the 
allergic manifestations which frequently complicate 
the commen cold. 


Pyraldine also helps liquefy mucus and has a local 
soothing effect on irritated mucosa. 


Each fluidounce of PYRALDINE contains: 


Dihydrocodeinone bitartrate (Warning: May be habit forming). . 
Pyra-Maleate® (Brand of Pyrilamine Maleate) 
Ammonium chloride 
Citric acid 
In a mentholated, fruit-flavored, syrup vehicle. 


PYRALDINE Expectorant is supplied in bottles of one 
pint and one gallon. Narcotic registry number required. 


VANPELT & BROWN, INC., Pharmaceutical Chemists 
RICHMOND 4, VIRGINIA 
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Obstetrics and Gynecology, a Fellow of all the 
leading obstetric and gynecologic societies, and 
Honorary Fellow of the South Atlantic Association 
of Obstetrics and Gynecology. 

Recognizing that excessive bleeding is frequently 
confusing in its etiology and control, to both 
obstetrician and general practitioner, Dr. Faulkner 
will formulate a definition of what constitutes 
“abnormal” uterine bleeding and will graphically 
illustrate the causes by means of a series of lantern 
slides. Emphasizing the importance of differential 
diagnosis, he will enumerate the various diagnostic 
procedures. The importance of a close relationship 
with the pathologist, especially in endometrial 
diagnosis, will be pointed out. Finally, the role of 
various methods of treatment will be outlined. 

Following the midmorning recess, Dr. Allan 
Barnes will discuss the most neglected patient in 
the entire field of obstetrics—‘‘The Routine Mul- 
tip.” He will point out that, since the multiparous 
patient has “proven herself,” has demonstrated that 
she can physiologically stand pregnancy and labor, 
and that her pelvis is adequate, there is often a 
tendency on the part of the physician to be more 
casual in attention, less precise in care. It is statis- 
tically evident, however, that the multip offers more 
trouble than does the primiparous patient. The 
troubles are of a different nature, but long before 
she reaches the ‘‘General Multipara” state, she 
demonstrates a rising frequency of complications. 
Dr. Barnes will review the most important of these 
complications, with practical suggestions on the 
handling of such patients to minimize difficulties. 

Dr. Barnes joined the School of Medicine of 
Western Reserve last year as professor and chair- 
man of the Department of Obstetrics and Gyne- 
cology, after six years in the same post at Ohio 
State. He is also director of MacDonald House, the 
OB-Gyn unit of University Hospitals in Cleveland. 
His teaching career was interrupted by service 
with the army from 1942 to 1945. He can count 
membership in at least six gynecologic and ob- 
stetric societies, plus the American Federation of 
Clinical Research and others. He is the recipient 
of this year’s Foundation Award from the American 


Richard W. TeLinde, M.D. (left) has a message on “Unnecessary 
Gynecological Surgery.’ Theodore J. C. Von Storch, M.D. (right) 
is moderator of the “Headache, Dizziness, and Syncope’’ panel. 


Association of Obstetricians, Gynecologists and 
Abdominal Surgeons. 

Richard W. TeLinde, M.D.; professor of gyne- 
cology at Johns Hopkins, completes the Wednes- 
day morning quartet of top-flight speakers in the 
OB-Gyn area. Dr. TeLinde was president of the 
American Gynecological Society last year and has 
been accorded honorary membership in gynecologic 
organizations in Peru, Brazil, Cuba, Bolivia, Argen- 
tina and El Salvador. 

When we announce that Dr. TeLinde will talk 
about “Unnecessary Surgery,” you undoubtedly 
think first of hysterectomies. You can expect to 
hear this oft-debated subject handled without 
gloves, in a stimulating common-sense analysis. 
He proposes to place squarely on the shoulders of 
the general practitioner the responsibility for pre- 
venting unnecessary operations, by proper advice 
to the patient and firm evaluation of the gyne- 
cologist’s recommendation. He will list the reason- 
able indications for removing the fibroid uterus and 
will warn against advising hysterectomy on cytologic 
evidence alone. 

The danger of performing the Wertheim opera- 
tion for cervical cancer by the nonexpert surgeon, 
the tendency of some gynecologists to perform ma- 


Louis G. Moench, M.D. (from left), Utah psychiatrist who is an authority on headaches. Sidney P. Schwartz, M.D., will present the cardi- 
ology approach in the “‘headache’’ panel. Edmund P. Fowler, Jr., M.D., is the fourth member of the “‘Headache, Dizziness, and Syncope’? panel. 
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Sir Alexander Fleming will address the Assembly at 4:00 on Wednesday afternoon. Paul A. Bunn, M.D., will moderate the symposium 
on “Antibiotics in Infectious Diseases.’’ Edward H. Kass, Ph.D., M.D., one of the participating authorities on antibacterial therapy. 


jor surgery for minor uterine lesions, and un- 
necessary ovarian surgery for the physiologic “cys- 
tic” ovary will also come under the critical TeLinde 
eye. 

He will round out a presentation which is guar- 
anteed to keep you on the edge of your seat for the 
entire thirty minutes, by discussing the indications 
and contraindications for uterine suspensions and 
vaginal plastic procedures. 


Symposium on Headache, Dizziness, and Syncope 


For the past three years, to this reporter’s knowl- 
edge, the Committee on Scientific Assembly has 
told itself annually: “We must find a place on next 
year’s program for a thorough evaluation of those 
often-confused entities—Headache, Dizziness, and 
Syncope.” Each year something else eventually 
crowded this discussion off the program chart. 
Well, they made a place on the 1954 program—and 
you will be glad they did, for the result is going to 
be one of the most illuminating ninety minutes you 
ever spent at a medical meeting. 

The obviously constructive way to approach this 
closely related trilogy is through the medium of a 
panel discussion. With equal logic, the committee 
has made it possible for you to view each facet of 
the problem through the eyes, successively, of a 
neurologist, a psychiatrist, a cardiologist, and an 
otolaryngologist. 

The neurologist, Theodore J. C. Von Storch, 
M.D., will act as moderator, but assures us he 
will also participate actively in the four-sided dis- 
cussions. Dr. Von Storch is professor of Clinical 
Neurology at Columbia University, after having 
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previously served as professor of Neurology at Al- 
bany Medical College. He is also chief of the 
Division of Neuropsychiatry at Montefiore Hospital, 
trustee of the American Academy of Neurology, 
and a prominent member of the Association for 
Research in Nervous and Mental Disease, as well 
as numerous similar groups. 

The psychiatrist will be Louis G. Moench, M.D., 
assistant clinical professor of Medicine and Psychi- 
atry at the University of Utah School of Medicine, 
and attending psychiatrist at Latter Day Saints 
and Veterans Administration hospitals in Salt Lake 
City. Dr. Moench is the author of texts on head- 
ache and office psychiatry. 

As cardiologist, Sidney P. Schwartz, M.D., 
was a logical choice. A Rumanian by birth, Dr. 
Schwartz came to America at the age of 10. He 
won his medical degree at Columbia University in 
1922. He is currently associate professor of Clinical 
Medicine at his alma mater and has been attending 
physician and cardiographer at Montefiore Hospital 
since 1946. He is presently engaged in extensive 
research, particularly en ventricular fibrillation. 
Number four in this distinguished group is Ed- 
mund P. Fowler, Jr., M.D., professor of Otolaryn- 
gology at Columbia University, which is also his 
alma mater. 

Dr. Fowler is president of the Audiology Founda- 
tion and, since 1947, has been director of the Ear, 
Nose and Throat Service at Columbia-Presbyterian 
Medical Center. He served as a lieutenant colonel 
in the Army Medical Corps during World War II, 
and was awarded the Legion of Merit. Dr. Fowler 
has contributed extensively to the literature in his 


chosen field. 
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routine... 


for rapid control 
of bleeding 


Because it acts directly on the clotting mech- 
anism, KOAGAMIN — ACTS RAPIDLY — in 
minutes not hours. 


ARRESTS ALL TYPES OF CAPILLARY 
AND VENOUS BLEEDING — (unlike vitamin 
K which is indicated only in relatively infre- 
quent prothrombin deficiencies.) 


IS SAFE—no untoward side effect, including 
thrombosis, has ever been reported. 


Invaluable in everyday practice, KOAGAMIN 

is especially useful in postpartum hemorrhage, 

uterine bleeding, prostatectomy, tonsillec- 

tomy, epistaxis, oral and nasal surgery, and 
gastric ulcer. 

KOAGAMIN, an aqueous solution of oxalic and 


malonic acids for parenteral use, is supplied in 
10-cc. diaphragm-stoppered vials. 


ped CHATHAM PHARMACEUTICALS, INC. 


Newark 2, New Jersey 
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Fleming Sparks Antibiotic Review 


The name of Sir Alexander Fleming is as familiar 
to all practitioners of medicine as is the drug which, 
in his laboratory, initiated the new era of antibiotic 
therapy. Any detailing here of his life and accom- 
plishments would be repetitious, after the excellent 
word sketch which appeared in last month’s issue 
of GP. Suffice to assure you that this great and 
kindly man is coming from England expressly to 
present a paper at the Cleveland Assembly. We 
have tentatively announced the title of that paper as 
“The Beginning of Antibiotic Therapy,” but have 
assured Sir Alexander of complete freedom of 
choice in the final selection of his subject. Similarly, 
the committee has invited him to participate in the 
symposium on “Antibiotics in Infectious Diseases,” 
which will follow his own appearance at the lectern. 
(He willalso, we are confident, attend the President’s 
Reception that evening.) 

This antibiotic symposium is deemed so important 
and the participants of such high caliber, the com- 
mittee felt certain the audience would welcome an 
extension of the closing hour on Wednesday after- 
noon to 5:30. The moderator of this discussion will 
be Dr. Paul A. Bunn, associate professor of Medicine 
at State University of New York, Upstate Medical 
Center, Syracuse, N.Y. His many society connec- 
tions include the American Trudeau Society, 
American Federation for Clinical Research and 
American Society for Clinical Investigation. He has 
published extensively in the field of infectious 
diseases. 

Dr. Bunn very soundly points out that it is 
always difficult to forecast accurately the channels 
which will be followed on the areas which may be 
developed in the course of a panel discussion. Like 
every good moderator, however, he envisages three 
major objectives. First, the panel will summarize the 
pharmacologic properties of the several newer anti- 
bacterial agents. Second, he hopes the participants 
will “get down to brass tacks” as regards dosage 
regimens for the therapy of specific infections, as 
well as for prophylaxis of certain disease entities, 
such as streptococcal sore throats. The third portion 
of the discussion will concern itself with the dif- 
ferences (therapeutic and physical) among the 
various available antibacterial substances, with a 
brief summary of the general principles of their 
administration to the human. 

The sounding board from which Dr. Bunn will 
draw this prodigious amount of practical informa- 
tion will consist (with the possible addition of Sir 
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who have 
seborrheic dermatitis 


of the scalp 


EB: the scalp-scratchers, shoulder- 
brushers and comb-clutterers, there’s wel- 
come relief with SELsuN Sulfide Suspension. 

Published reports on more than 400 
cases'~* show that SELSUN completely con- 
trols seborrheic dermatitis in 81 to 87 per- 
cent of all cases, and in 92 to 95 percent of 
common dandruff cases. It keeps the scalp 
free of scales for one to four weeks—re- 
lieves itching and burning after only two 
or three applications. 

SELsun is remarkably simple to use. Your 
patients apply it and rinse it out while 
washing the hair. It takes little time. No 
complicated procedures or messy oint- 
ments. Ethically advertised and dispensed 
only on prescription. In 4-fluidounce 


bottles with complete Abbett 
directions on the label. 
prescribe... 


SELSUN 


SULFIDE Suspension 


(SELENIUM SULFIDE, ABBOTT) 


1. Slepyan, A. H. (1952), Arch. Dermat. & Syph., 65:228, 
February. 2. Slinger, W. N. and Hubbard, D. M. 
(1951),* ibid., 64:41, July. 3. Saver, G. C. (1952), 
1°34B-54 J. Missouri M. A., 49:911, November. 
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Alexander) of Dr. Edward H. Kass, Dr. Mark H. 
Lepper, and Dr. Vernon Knight. Edward H. Kass, 
PhD., M.D., is associate in medicine at Harvard 
Medical School and assistant physician at Thorn- 
dike Memorial Laboratory, Boston City Hospital. 
For several years he was Senior Fellow in Virus 
Diseases with the National Research Council. He 
is the author of over forty publications in the 
medical and scientific journals. 

Mark H. Lepper, M.D., is associate professor of 
Medicine, in charge of Preventive Medicine at the 
University of Illinois, as well as medical superin- 
tendent of Chicago’s Municipal Contagious Disease 
Hospital. Prior to these two extremely responsible 
connections, he spent a number of years on teach- 
ing assignments at George Washington University 
—interspersed with three years of army service and 
two years in private practice. Dr. Lepper has a wide 
membership in medical and scientific societies, 
and has published some fifty papers in the litera- 
ture, the majority of them representing study in 
the field of antibacterials. 

Vernon Knight, M.D., is associate professor of 
medicine at Cornell University Medical College and 
associate attending physician, Cornell Medical 
Service, Bellevue Hospital. He is consultant to the 
Epidemiology Branch of the U.S. Public Health 
Service and bacteriology consultant at Memorial 
Hospital for Cancer and Allied Diseases. He is a 
member of the editorial board of Antibiotics and 
Chemotherapy. Listed in Dr. Knight’s extensive 
training is a two-year Postdoctorate Research Fel- 
lowship with the National Institutes of Health, a 
portion of which was spent in Mexico investigating 
infectious diseases. 


Members of Ladies’ Entertainment 
Committee Announced by Mrs. Salter 


Mrs. Herpert SAtrer, chairman of the Ladies’ 
Entertainment Committee, has appointed the fol- 
lowing ladies to work with her in planning activi- 
ties for wives and guests attending the Cleveland 
Assembly. They are: Mrs. George Lemon, Toledo; 
Mrs. Joseph Lindner, Cincinnati; Mrs. Earl Van 
Horn, Cincinnati; Mrs. James Fisher, Youngs- 
town; Mrs. Albert J. Hart, Cleveland; Mrs. E. 
W. Peters, Cleveland; and Mrs. Thomas C. Rardin, 
Columbus. 

Bonwit Teller will present a fashion show follow- 
ing a luncheon at noon on Tuesday in the Rainbow 
Room of the Carter Hotel. The price of the tickets 


is $4.00. Tentative plans are being made for a tour 
of Cleveland on Wednesday. 
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Sixth Annual Scientific Assembly 


Friday, March 19 


Saturday, March 20 


Sunday, March 21 


Monday, March 22 


Tuesday, March 23 


SCHEDULE OF EVENTS 


—Board of Directors 


—Joint meeting, Board of Directors, Committee on Scientific 
Assembly, and Local Arrangements Committee 
Registration for delegates and officers at headquarters hotel 
Luncheon, Board, Scientific Assembly and Local Arrangements 
Committees 
Congress of Delegates convenes 
Congress of Delegates recess 


Reference Committees 


—Reference Committees 
Registration for exhibitors and members at auditorium 
Ladies’ Registration 


Congress of Delegates convenes 


—Registration for members at auditorium 
Congress of Delegates convenes 
Ladies’ Registration 
Scientific Assembly opens 


State Officers’ Dinner 


—Scientific Assembly 
Ladies’ Luncheon and Fashion Show 


Delegates’ Dinner 


Wednesday, March 24—Scientific Assembly 


Thursday, March 25 
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Ladies’ Tea and Tour 


President's Reception and Dance 


—Scientific Assembly 
Scientific Assembly closes 
Board of Directors 


10:00 a.m. 


10:00 a.m. 
10:00 a.m. 


12:15 p.m. 
2:00 p.m. 
5:00 p.m. 
7:00 p.m. 


9:00 a.m. 


10:00 a.m. 


1:30 p.m. 
2:00 p.m. 


8:30 a.m. 
9:00 a.m. 
9:00 a.m. 
1:00 p.m. 
6:00 p.m. 


9:00 a.m. 
12:00 m. 
7:00 p.m. 


9:00 a.m. 


9:00 p.m. 
12:00 


9:00 a.m. 
12:00 m. 
1:00 p.m. 
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The Physician’s Antacid ...Why? 


When a physician needs an ant- 
acid, what is his personal choice? 

We know, from daily contact 
with thousands of physicians from 
coast to coast, that a great number 
use Gelusil personally and for their 
families. Our professional service 
records show that many doctors 
have used it for years for hyper- 
acidity and related gastrointestinal 
disturbances. 

Why? 

They can have their pick of ant- 
acids, yet they use Gelusil. A phy- 


sician, like his patients, demands 
effectiveness without side effects. 

He gets this with Gelusil — fast, 
lasting relief from each dose, and 
no trouble with constipation or 
other aberrations, even with pro- 
longed use. Its palatable flavor is 
refreshing and always acceptable. 

An ever-larger group of doctors 
and their patients agree on Gelusil. 
Each year the usage of Gelusil in- 
creases substantially. 


WARNER-CHILCOTT LABORATORIES 
Division of Warner-Hudnut, Inc., 
New York 11, N. Y. 


Prescribe Gelustl WARNER 
® 


THE PERSONAL ANTACID OF MANY PHYSICIANS BY PERSONAL PREFERENCE 
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Formal Lecture Program — Sixth Annual Assembly 


Monday 


Tuesday 


Wednesday 


Thursday 


REGISTRATION 
BEGINS 9:00 


OPENING OF 
SCIENTIFIC AND 
TECHNICAL 
EXHIBITS 
9:00 


Opening of Program 
and Welcoming Speeches 


1:00 


Significance of 
Thyroid Enlargement 


George Crile, Jr., M.D. 


Medical Complications 
in Obstetrics 


Robert Myers, M.D. 


Thos. F. Frawley, M.D. 


Emergency Room 
Surgery 


Donald M. Glover, M.D. 


Management of 
Vaginal Bleeding 
Robt. L. Faulkner, M.D. 


Other Collagen 
Diseases 


Robert Strecher, M.D. 


RECESS FOR EXHIBITS 


Allergic 
Dermatitis 


George H. Curtis, M.D. 


The Routine 
Multip 


Allan Barnes, M.D. 


Recent Advances in 
Therapeutics 


John C. Krantz, Jr., Ph.D. 


Commonly Missed 
Diagnoses of Skin 
Diseases 
Clarence S. Livingood, M.D. 


Unnecessary Surgery 
in OB-GYN 


Richard W. Telinde, M.D. 


Management of the 
Anemias 


Wm. S. Middleton, M.D. 


NOON RECESS 


The Physician as 
A Citizen 


E. J. McCormick, M.D. 


Why Train for 
General Practice? 


Roscoe L. Pullen, M.D. 


The Family Doctor 
and Our Youth 


Joseph Hughes, M.D. 


Peptic Ulcer— 
Symposium 


C. Stuart Welch, M.D. 
Moderator 

Lt. Col. Eddy Palmer 

Seymour Gray, M.D. 


Headache, Dizziness 
and Syncope— 
Symposium 


Theodore von Storch, M.D. 
Moderator 
E. P. Fowler, Jr., M.D. 
Lovis G. Moench, M.D. 
Sydney P. Schwartz, M.D. 


RECESS FOR EXHIBITS 


4:00 
4:30 


4:30 
5:00 


Rehabilitation, 
Live Clinic 


Howard A. Rusk, M.D. 


Tuberculosis— 
Symposium 


Sol Katz, M.D. 
Moderator 
Edgar Davis, M.D. 
Col. Carl Tempel 


Beginning of Antibiotic 
Therapy 
Sir Alexander Fleming 


Antibiotics in Infectiou 
Dis Symposi 
Paul A. Bunn, M.D. 
Moderator 
Edward H. Kass, M.D. 
Vernon Knight, M.D. 
Mark H. Lepper, M.D. 


EVENING 


STATE OFFICERS 
DINNER 


SONGRESS OF 
DELEGATES DINNER 


PRESIDENT’S 
RECEPTION 
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the realization of a hope... 


RMS 
a new physio-chemical complex that consistently and 
significantly reduces elevated serum cholesterol levels. 


MONICHOL 


This typical response of an idiopathic hypercholesteremic patient to 
an uninterrupted daily intake of Monichol — an entirely non-toxic 
medication — shows a significant drop from 306 mg. to 240 mg. 
per 100 ml. of serum cholesterol after five weeks of medication.t 


The investigatorst stress the need for continued administration ot 
Monichol because idiopathic or familial hypercholesteremia is most 
probably an inborn error of metabolism. 

Uninterrupted Daily Intake of Monichol 

Essential in the Management of Hypercholesteremia 


§€ MONICHOL STARTED § MONICHOL STOPPED §€ MONICHOL STARTED 


tg. per 100 mi. 


“10 
WEEKS OF OBSERVATION 


Please note the prompt rise of the serum cholesterol to pre-treatment 
levels when medication was stopped. We, therefore, urge you to ask 
your patients to have their prescriptions refilled as soon as their 
supply is exhausted. 


Indications: For the therapeutic and prophylactic management of hypercho- 
lesteremia so frequently associated with cardiovascular disease and diabetes. 


: The recommended dosage of 1 teaspoonful four times or two teaspoon- 
fuls twice daily after meals is both the minimum and the optimum dosage. 
Formula: Each teaspoonful (5 cc.) contains: 

Polysorbate 80 500 mg. 

Choline Dihydrogen Citrate 500 mg. 

Inositol 250 mg. 
Supplied: Bottles of 12 oz. 


tSherber, D. A., and Levites, M. M.: Hypercholesteremia. Effect on Chol ‘ol Metabolism of a Poly- 
sorbate 80-Choline-Inositol Complex (MONICHOL) J.A.M.A. 152:682 (June 20) 1953. *Trademark 


IVES-CAMERON COMPANY, INC., 22 East 40th Street, New York 16, N. Y. 
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Official Call for the Annual Meeting 


Notice is hereby given of the Sixth Annual Scientific 
Assembly of the American Academy of General 
Practice to be held in the City of Cleveland, Ohio, 
March 22 to 25, 1954, at Public Auditorium. 

Pursuant to Article V of the Constitution of the 
American Academy of General Practice, the regular 
annual meeting of its Congress of Delegates will be 
held on March 20, 1954, in the Cleveland Hotel at 
2:00 P.M. to receive and act upon the reports of 
officers and committees; to elect officers; and to 
transmit any and all other business that may be 
placed before the Congress of Delegates. 

All delegates are requested to present their cre- 
dentials to the Committee on Credentials on the 


mezzanine floor of the Cleveland Hotel between 
the hours of 10:00 a.m. and 12:00 Mm. on Saturday, 
March 20, 1954. Dr. J. S. DeTar, Speaker of the 
Congress of Delegates, will announce the Commit- 
tee on Credentials and the reference committees 
prior to the opening session of the Congress of 
Delegates. 

Members who arrive in Cleveland early, may 
register at Public Auditorium between the hours of 
10:00 a.m. and 5:00 p.m. on Sunday, March 21, 
1954. Registration will be resumed at Public 
Auditorium at 8:30 a.m. on Monday, March 22. 


Mac F. Canat, Executive Secretary 


Cortef' for 


@TRADEMARK FOR UPJOHN’S BRAND OF HYDROCORTISONE 


Trravemarx FOR UPJOHN’S BRAND OF 


TISONE 


with SULFATE 


ACETATE OINTMENT 


Available in 5 Gm. and 20 Gm. tubes 
Each gram contains: 


Hydrocortisone acetate ... . 


Methylparaben 


10 mg. (1%) or 25 mg. (2%%) 

5 mg. 
(equivalent to 3.5 mg. neomycin base) 
0.2 mg. 


Butyl-p-hydroxybenzoate 1.8 mg. 


Upjohn The Upjohn Company, Kalamazoo, Michigan 


4 
HYORCCOR (COMPOUND 
Neomycin sulfate ... 
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The ability 
relieve pain 


...1S among the. 


ereatest attributes 


of the physician” 


—and by all odds pain is the most common com- 
plaint for which patients consult physicians. 

To give the physician a wider range of attack on 
pain, a new analgesic has been combined with the “intermediate” 
sedative, Butisol, and the widely prescribed sympathomimetic, 


Syndrox, in— 


: 
\ 
| 
4 
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Friday the 13th was a lucky day. Twenty-four general practitioners from the Greater Kansas City area gathered November 13 for the 
hichoff on a new program at the K.U. Medical Center which will find them serving as intramural preceptors at the General Medicine 
Clinic. Seated second from left (front row) is Dr. E. Grey Dimond, who organized this new program. 


AAGP Members Become Intramural Preceptors at KU Medical Center 


24 Family Doctors on Staff 
At General Medicine Clinic 


Tue second big step in furthering general practice 
in the Midwest came November 13 when Academy 
members in the Greater Kansas City area became 
intramural preceptors at the General Medicine Clinic 
of the University of Kansas Medical Center in Kan- 
sas City, Kansas. 

Dr. E. Grey Dimond, head of the Medical Center’s 
Department of Internal Medicine, took the initiative 
in this program by inviting the local chapter of the 
A.A.G.P. to take on the responsibility of staffing the 
General Medicine Clinic each Friday morning of the 
academic school year. This project follows on the 
heels of the famed “Kansas Plan” which included 
one of the first preceptor programs in the country. 

For years the University has been operating its 
General Medicine Clinic, each morning Monday 
through Saturday, and senior medical students who 
are assigned to the department of medicine have the 
responsibility for care of clinic patients. At the pres- 
ent time, approximately five attending staff men, 
representing practitioners in the greater Kansas 
City area, are in attendance at these clinics. 

The medical center, recognizing the ever impor- 
tant job of training students to be general practi- 
tioners, initiated this project as a means of letting 
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future doctors have a better look at the practice of 
general medicine. 

Soon after Dr. Dimond’s proposal, the Greater 
Kansas City chapter’s board of directors accepted the 
idea and then the entire membership passed on it. 
Twenty-four physicians have volunteered their serv- 
ices. Most of these physicians are A.A.G.P. mem- 
bers and the other few, though not Academy mem- 
bers have been in attendance at the postgraduate 
sessions provided in this area by the local chapter. 

When the entire group gathered at the Medical 
Center on November 13, Dr. Dimond outlined the 
program and explained the physicians’ duties. When 
this session was dismissed the first group of intra- 
mural preceptors began their work at the clinic. 

Dr. Dimond outlined the purpose of the new 
project which gives senior students the opportunity 
of learning about office medicine from men who ac- 
tually practice it. It gives the general practitioners 
in the community a chance to be on the staff when 
previously, preceptors were only in rural areas. It 
acknowledges members of the A.A.G.P. as repre- 
sentatives of an organization dedicated to ideals 
which the medical school respects—self discipline, 
improvement through continuing education, and 
the conviction that the patient needs a “total” phy- 
sician. 

The work of the intramural preceptors (six in 


| 
| 
| 
| 
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every patient with essential 
hypertension is a candidate 
for RAUDIXIN treatment 


Because fits safety, 
the drug 


step 1 Raudixin, 2 tablets b.i.d. 
» |300 


Raudixin controls most cases 
of mild to moderate hypertension, 
and some severe cases. 


Systolic pressure, mm. Hg 


step 2 


If blood pressure is not adequately 
controlled in four to eight weeks, 

Vergitryl (veratrum) may be added to 
Raudixin. This brings many of the remaining 
patients under control. Raudixin tends to 
delay tolerance to Veratrum, 

and makes smaller dosage possible. 


Vergitryl adde 

1 tablet t.i.d 
Vv 

50 60 


Systolic pressure, mm. Hg. 


step 3 


For the few patients resistant to this 
combined regimen, a more potent drug 
may be added, for example, Bistrium 
(hexamethonium). The most potent drugs, 
which are potentially dangerous, 

are thus used only as a last resort in 
the most refractory cases. 


RAUDIZXIN 


Squibb rauwolfia 


50 mg. tablets containing the whole 
powdered root of Rauwolfia serpentina 
Bottles of 100 and 1000 SQUIBB manufacturing chemists to the medical profession since 1858 


Other drugs added 


|_Vergitryl added 


Systolic pressure, mm. Hg. 


20 30 40 50 


ano ARE TRADEMARKS 
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each group who will serve for eleven weeks) will be 
as supervisor and consultant for the medical stu- 
dents. 

There are seventeen rooms at the clinic equipped 
like a typical doctor’s office. The student’s job is to 
“workup” a patient and then consult the preceptor 
who will check his findings and prescribe treatment. 
Dr. Dimond emphasized that the clinics exist solely 
for instructing students and not as a welfare service. 
However, the total number of patients seen in the 
General Medicine Clinic in 1953 has run close to 
26,000 patients. 

Persons eligible for this clinic must not have an 
income of more than $2,000, and in extenuating 
circumstances (large family) an income not exceed- 
ing $4,800. A social service screening area at the 
clinic takes care of this part of the project. Each 
person pays something. The customary fee is 50 
cents per visit and for example, $1.50 is charged for 
an electrocardiogram. 

The extramural preceptors, who serve without 
pay, come under the jurisdiction of the preceptor 
committee of which Dr. Jesse Rising, well known 
Academy member, is the head. Dr. Rising, himself a 
staff member at the Medical Center, along with the 

officers of the Greater Kansas City chapter, will 
supervise their own members. 

The physicians who have volunteered to serve as 
intramural preceptors are as follows: 

Group 1: Dr. J. J. Farnsworth, Dr. Paul D. Hess, Dr. 


Robert M. Myers, Dr. Paul E. Pearson, Dr. A. S. Reece, and 
Dr. R. Paul Wright. 


Group 2: Dr. John O. Baeke, Dr. M. B. Casebolt, Dr. C. G. 
Leitch, Dr. Frank A. O’Connell, Dr. C. W. Rose, and 
Dr. S. O. Schroeder. 

Group 3: Dr. Philip J. Baker, Dr. William G. Chappuie, 
Dr. Paul A. Kienberger, Dr. Harold R. Lyddon, Dr. Orval T. 
Needels, and Dr. Paul J. O’Connell. 

Group 4: Dr. W. W. Dodson, Dr. George V. Feist, Dr. 
Sam D. Hoeper, Dr. P. A. Petitt, Dr. Herbert Shuey, and 
Dr. Robert L. Ward. 


Regional Group To Present Recommendations 
At Next Commission on Hospitals’ Meeting 


AT A recent regional meeting of the Commission on 
Hospitals in Indianapolis, recommendations were 
made for presentation at the next meeting of the 
A.A.G.P. Commission on Hospitals. 

Dr. Charles E. Martin, member of the Commis- 
sion on Hospitals, and regional advisor to a group 
of state chapters (Illinois, Indiana, Kentucky, Mis- 
souri, and Tennessee), held this meeting with chair- 
men of the chapters’ committees on hospitals. Dr. 


Russell J. Spivey of Indiana, Dr. Spencer York Bell 
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That's right, doctor. Academy member, Dr. P. E. Pearson of Kan- 
sas City, Mo. (left), who has just begun his duties as intramural 
preceptor at K.U.’s General Medicine Clinic, confirms the diag- 
nosis which senior medical student, Dean Peterson, has made. 


of Tennessee, Dr. Carleton R. Smith of Illinois, Dr. 
Norman R. Booher and Dr. William R. Tindall 
from Indiana were among those attending. Other 
guests included Dr. R. C. McElvain of St. Louis, Dr. 
Lester Bibler, Dr. Barney Edwards, and Dr. Frank 
H. Green all from Indiana. 

All of the state chairmen reported on work being 
done in their states and after this discussion, the 
group recommended that the points brought out by 
the Indiana chapter be presented to the Commis- 
sion on Hospitals. 

The Indiana chapter members stated that there 
has been frequent discussions in recent months rel- 
ative to the provisions and requirements for general 
practitioners in hospitals and the “Standards” of 
the Joint Commission on Accreditation of Hospitals. 

The results of this activity has been to clarify the 
Joint Commission’s requirement on attendance at 
departmental conferences. General practitioners 
may attend their own department’s monthly meet- 
ings plus the general staff meetings required of all 
active members. 

The recommendations that have been developed 
for presentation at the next meeting of the Commis- 
sion on Hospitals are as follows: 

1. That the Joint Commission on Accreditation of 
Hospitals should state clearly in the booklet, ‘‘Stand- 
ards for Hospital Accreditation,” that the standards 
are brief statements of principles which must be in- 
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Children find Mulcin so delicious that they‘re 


always eager for more. Good-tasting Mulcin supplies — Gute 

well balanced amounts of all vitamins for which Vitamin A $000 units 

' Vitamin D 1000 units 

Recommended Daily Allowances have been established. Ascorbic acid 50 mg. 

Thiamine 1 mg. 

Tempting Mulcin has all the rich flavor and aroma Riboflavin 1.2 mg. 

Niacinamide 8 mg. 

In 4 ounce and economical 
16 ounce bottles. 


of real orange juice. There’s no need to coax even finicky 


children to take Mulcin. Free-flowing, easy-to-pour Mulcin 


does not separate and requires no shaking. For infants, 
Mulcin mixes easily with formulas or other foods. 
With Mulcin, refrigeration is unnecessary. Specially safeguarded 


stability assures the full potency you prescribe. 


yitamin SP00p 


ve 
puts a smile 


Mulcin 


the orange-flavored multivitamin liquid 
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terpreted according to local custom and conditions. 
2. That sections of the Joint Commission’s book- 
let on “Standards” on staff meetings, consultations, 
and general practice departments need to be re- 
stated to clarify the meaning. 


General Practice, the Main Choice 
Of Tennessee’s Medical Students 


APPROXIMATELY 65 per cent of the medical students 
at the University of Tennessee College of Medicine 
express an interest in making the general practice of 
medicine their future field of work, according to a 
recent report by Dr. Robert A. Davison, director of 
the Department of General Practice at the College. 

The Department of General Practice at the Uni- 
versity of Tennessee is the only fully established de- 
partment of its kind in the country entirely staffed 
by full-time and part-time general practitioners ap- 
pointed to faculty status by the University. The ma- 
jority of the staff are members of the Memphis chap- 
ter, Dr. Davison reports. 


Five Additional Winners To Be Named 
For 1954’s Mead Johnson Residency Awards 


Ten Mead Johnson General Practice Residency 
Awards of $1,000 will be presented on July 1 this 
year instead of the original five as announced at the 
Assembly last year in St. Louis, according to an 
announcement from Dr. Fred Humphrey of Ft. 
Collins, Colo., chairman of the Academy’s Mead 
Johnson Scholarship Committee. 

The change has been made possible through 
increased funds given by Mead Johnson and Com- 
pany for general practice scholarships in 1954. 
Five winners, all medical school seniors, were an- 
nounced last March for the 1954 awards. In order 
to have 10 recipients this year, the Committee has 
the task of selecting five additional winners. These 
will go to interns who desire to take a residency 
in general practice. To be eligible for this award, 
the intern must be in a position to start an ap- 
proved general practice residency on July 1. 

To facilitate choosing the five interns, Academy 
members may nominate an intern, who is believed 
qualified and interested in general practice and 
needs financial assistance. If members wish to make 
nominations, they should write to the A.A.G.P. 
Headquarters Office for application blanks. The 
applications must be in prior to February 1. 

The ten winners for awards in 1955 will be an- 
nounced during the Assembly this year in Cleveland. 
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An Academy Officer's Profile . . . 


Third Term for Speaker DeTar 


Vorep Michigan’s Foremost 
Family Physician of 1948, 
Dr. John Sherrod DeTar of 
Milan has starred not only 
in his own state but nation- 
ally through his capable 
work in the A.A.G.P. 

For three years Dr. DeTar 
has served as Speaker of the 
Congress of Delegates, first 
being elected in 1951 at San 
Francisco. Succeeding re- 

elections came in Atlantic City and this past year in 
St. Louis. In 1950 he served as chairman of the Liaison 
Committee of Blue Shield Medical Care Plans and also 
as a member of the Commission on Public Policy. 
The next year he served as chairman of the Insurance 
Committee and is still a member of that group. 

Dr. DeTar, the third of four children of Mr. and 
Mrs. John A. DeTar, was born in 1902 in Detroit. 
His mother died in 1906. From that time Dr. DeTar’s 
life takes on storybook overtones. At the age of 9 he 
worked as a newsboy on the streets of Detroit and in 
later years he worked on the Sunday paper. He 
attended Detroit Junior College and the University of 
Michigan. 

In 1924 he married his childhood sweetheart, Miss 
Claudia Hensley. Dr. DeTar continued in college, 
but he changed his mind about becoming a medical 
missionary. After receiving his B.S. degree and getting 
established as a manager of a hosiery company, he 
found an inner satisfaction was lacking. He turned to 
real estate but became convinced he wanted to be a 
doctor of medicine. He entered Detroit College of 
Medicine (now Wayne University College of Medi- 
cine) and supported his family by working nights at 
the Briggs Body Plant. 

After he received his M.D. degree Dr. DeTar 
interned at Henry Ford Hospital in Detroit and then 
moved to Milan in 1931. 

His record of community service includes organiz- 
ing, leading, giving and raising money. 

The DeTars have four children—John H. born in 
1925; Jean, 1927; David, 1932; and Mary, 1936. 

Dr. DeTar was named president of the Washtenaw 
County Medical Society, then Delegate to the Michi- 
gan State Medical Society. He developed the present 
public relations program of the MSMS during his 
term as chairman of the Public Relations Committee. 
He was vice-speaker of the State Society’s House of 
Delegates, then speaker for two terms. 

He is a Michigan Health Council past president 
and at present is an A.M.A. delegate, a board member 
of the Michigan Medical Service, and a staff member 
of St. Joseph’s Mercy Hospital in Ann Arbor. 


Dr. DeTar 
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On the Calendar 


AcaDEMyY chapter meetings and 
postgraduate courses, as well as 
other medical meetings in which 
general practitioners will have an 
interest, will appear here monthly. 


. 21. lowa chapter, postgraduate course on Chest 
Diseases, Hotel Savery, Des Moines. 

Jan. 26. Alabama chapter, fifth annual meeting, Bir- 
mingham Medical College of Alabama, Birming- 
ham. 

Jan. 26-28. International Medical Assembly of South- 
west Texas, Inc., graduate assembly, San Anto- 
nio, Tex. 

Jan. 27. American Cancer Society, closed circuit 

TV broadcast on cancer of the larynx, hypo- 


pharynx, and thyroid, for doctors in Boston, ~ 


Philadelphia, Pittsburgh, Detroit, Toledo, 
and New York. 

Jan 28. Westchester (New York) chapter, lecture on 
endocrinology, White Plains Hospital School of 
Nursing. 

Feb. 3. Medical Research Institute, 12 week course in 
electrocardiographic interpretation, Michael 
Reese Hospital, Chicago. 

Feb. 1-3. American College of Surgeons, sectional 
meeting, Charlotte, North Carolina. 

Feb. 1-5. University of California School of Medicine, 
postgraduate courses in cardiovascular dis- 
eases and electrocardiography, Medical Cen- 
ter, San Francisco. 

Feb. 5-6. College of American Pathologists, et al, 
joint meeting, New Orleans. 

Feb. 10-12. University of Utah College of Medicine, 
course in gastroenterology, Salt Lake City, 
Utah. 

Feb. 15-16. Oklahoma chapter, sixth annual meeting, 
Tulsa Hotel, Tulsa, Okla. 

Feb. 15-19. American College of Chest Physicians, 
second regional postgraduate course, New 
Orleans, La. 

Feb. 16-27. Pan-American Academy of General Prac- 
tice, Fifth Congress Convention, Medellin, 
Colombia, South America. 

Feb. 19-21. University of California School of Medi- 
cine, symposium on heart and lung, San 
Francisco. 

Feb. 25-27. American Academy of Forensic Sciences, 
sixth annual meeting, Drake Hotel, Chicago. 


March 22-25. American Academy of General Prac- 
tice, Sixth Annual Scientific Assembly, Public 
Auditorium, Cleveland, Ohio. 


Other members of the Mead Johnson Scholarship 
Award Committee are Dr. Mary E. Johnston, 


Tazewell, Va.; Dr. W. B. Hildebrand, Menasha, 


Wis.; Dr. Walter L. Portteus, Franklin, Ind.; Dr. 
M. B. Glismann, Oklahoma City, Okla.; and Dr. 
R. E. Heerens, Rockford, Ill. 


Evaluation of Postgraduate Courses 
Still To Be Made at State Level 


AT A meeting October 17-18 in Chicago the 
A.A.G.P. Commission on Education reconfirmed 
the policy that initial evaluation of a postgraduate 
course should be made at the state level. 

If the state chapter wishes to have a course classi- 
fied as acceptable for formal study credit, it should 
send its request with its recommendations to the 
commission member in its region, the commission 
members added. Each member of the commission is 
authorized to act in his region for the commission 
as a whole. 

The education group stated that all regional or 
national scientific assemblies, except the annual 
Academy assembly, are classed as informal study 
courses. However, if a state chapter or a group of 
state chapters participate in the planning of a re- 
gional postgraduate assembly and recommend it for 
formal study credit, the commission member may 
approve such a program for formal credit. 

At this meeting it was ruled that the American 
Cancer Society’s closed-circuit color television pro- 
grams on cancer diagnosis and treatment were ac- 
ceptable for informal credit only. However, the 
Academy has urged members to view these programs 
and announces the following programs which will 
be presented this year: 


Jan. 6. Diagnosis and treatment of uterine cancer. 

Jan. 13. Cancer of the central nervous system. 

Jan. 20. Cancer of the oral cavity. 

Jan. 27. Cancer of the larynx, hypopharynx, and thyroid. 
Feb. 3. Cancer of the skin and sarcoma of soft parts. 
Feb. 10. Lymphomas and leukemias. 

Feb. 17. Management of advanced cancer. 


St. Lovis Chapter’s Call Program 
To Be Aided by Other Medical Groups 


Tue St. Louis City and County Medical societies 
have taken steps to co-operate with the St. Louis 
chapter of the A.A.G.P. in operating its Emergency 
Call Program. The program has been sponsored the 
past three years by the St. Louis chapter members. 
Recently, the Academy chapter contacted the 
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other medical groups to see if they would help with 
the project. The chapter cited that a city the size 
of St. Louis should have an Emergency Call pro- 
gram of some kind, but that it would be necessary 
for the city and county groups to co-operate if such 
a program was to be continued. 

The president of the St. Louis City Medical So- 
ciety appointed a committee to collaborate with the 
St. Louis A.A.G.P. chapter and the St. Louis Coun- 
ty Medical Society in working out a scheme to ob- 
tain a group of members from the three organiza- 
tions that will co-operate in such an endeavor. The 
city society’s president appointed Academy mem- 
ber, Dr. R. C. McElvain, as chairman, and Dr. 
David N. Kerr and Dr. Sam J. Merendato to the 


committee. 


Hospital Problems Best Resolved 
Through Active AAGP Participation 


AN EXCHANGE of ideas and suggestions on general 
practice in hospitals keynoted a recent regional 
meeting of the Commission on Hospitals in Atlanta, 
Ga. Dr. John R. Bender of Winston-Salem, chair- 
man of the A.A.G.P. Commission on Hospitals, pre- 
sided at the meeting. 

Other state chairmen of the committees on hos- 
pitals who attended were Dr. E. E. Lichter of Flor- 
ida, Dr. Wayne J. Benton of North Carolina, Dr. 
C. W. Devers of Alabama, and Dr. Ray Moore of 
Kentucky. Chairmen from South Carolina and 
Georgia were unable to attend. 

_ The members at the meeting agreed that the 
solution to the problems of general practice can be 
reached through organized activity at the local, 
state, and national level of the A.A.G.P. 

Each general practitioner can contribute to the 
advancement of good general practice by joining 
the Academy and taking an active part in its meet- 
ings. The exchange of ideas and suggestions are 
vital to improving general practice in hospitals and 
the local Academy meetings provide for such an 
exchange, the group stated. 


Wisconsin State Medical Society’s Key 
Committee Posts to Academy Members 


Stx members of the Wisconsin chapter were named 
to state medical society posts at the society’s recent 
annual meeting in Milwaukee. - 

Dr. George Forkin of Menasha was named alter- 
nate delegate to the A.M.A. meeting by the new 
president, Dr. H. Kent Tenney of Madison. He ap- 
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Studies hospital problems. This quintet represented their states at 
a regional meeting of the Commission on Hospitals in Atlanta, 
Ga. Standing, left to right, are Dr. Wayne J. Benton of North 
Carolina; Dr. John R. Bender, commission chairman; and 
Dr. E. E. Lichter of Florida. Seated, left to right are Dr. Ray Moore 
of Kentucky and Dr. C. W. Devers of Alabama. 


pointed five other Academy members to important 
committee posts of the medical society. The five 
named are: 

Dr. R. J. Schacht of Racine, Cancer; Dr. E. D. 
Sorenson of Elkhorn, Grievances; Dr. A. H. Barr 
of Port Washington, Hospital Relations; Dr. Nor- 
man Clausen of Madison, Medical Education and 
Hospitals; and Drs. T. D. Elbe of Thiensville and 
D. N. Goldstein of Kenosha, to the Council on Med- 
ical Services. 

Among the scientific exhibits at the meeting was 
one entitled, ‘“Toxemias of Pregnancy,” sponsored 
by the Wisconsin chapter. It was prepared under 
the direction of Dr. Jerome W. Fons, past president 
of the Wisconsin chapter. 


TV, Radio, Press Rebuked by Dr. Robins 
For Glamorizing Heartbreak Medical Cases 


THE practice of glamorizing 
heartbreak medical cases by 
television, radio, and news- 
papers was assailed by Acad- 
emy past president, Dr. R. B. 
Robins of Camden, Ark., at a 
recent meeting of the Arkan- 
sas chapter in Little Rock. 
He charged that emotional- 
ism has been employed in pub- 
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Not a mercurial or methy 


DIAMOX is a new product. It is a potent, 
remarkably non-toxic inhibitor of the 
enzyme, carbonic anhydrase. 
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lic presentation of heartbreak cases which usually 
accompany appeals for donations to finance treat- 
ment and emphasized that the medical profession 
should make every effort to stop such exploitation. 

“Usually,” he said, ‘‘an investigation of many of 
these cases will show those patients did not consult 
with hospital authorities or ask their county medical 
societies what should be done. Instead somebody 
chose to glamorize their plight.” 

Dr. Robins insisted that people be informed that 
regardless of their ability to pay they should ask for 
services of a doctor or hospital care and that ways 
can be provided in worthy cases. 

He added that county medical societies, state wel- 
fare departments and voluntary health organizations 
stand ready to aid every deserving person. 

‘Physicians already are giving service to thou- 
sands of potential heartbreak cases in their everyday 
duties,” the Camden physician said. “The profession 
must let the public know this so that people will try 
to prevent the few cases that are dramatized from 
damaging the good name of American medicine.” 


Medical News in Small Doses: 


Two well-known Academy members, Dr. Murland 
Rigby of Rexburg, Idaho, and Dr. Fred A. Hum- 
phrey of Ft. Collins, Colo., had reading roles at a 
regional rural health conference sponsored by the 
Colorado State Medical Society November 11—12 in 
Denver. Dr. Rigby spoke on ‘A Typical County 
Health Survey—Its Objectives and Results,” and 
Dr. Humphrey, a Council member, led a roundtable 
discussion on rural health problems. . . . A United 
Press story out of New York says that delegates to 
the New York chapter’s recent scientific assembly 
feel that sex has been turned into a medical head- 
ache, thanks to Dr. Kinsey. Their patients have be- 


come upset by the insinuation that “old fashion sex 
is out of date.” The physicians had hoped to get Dr. 
Kinsey (he was scheduled to appear on the scien- 
tific program) to elaborate on his survey, but Dr. 
Kinsey arrived in New York only in time to parti- 
cipate in a symposium. ... Dr, Lawrence Buchanan 
of Wray, Colo., who was president of the Colorado 
chapter in 1953, has been elected vice-president of 
the Colorado State Medical Society. . . . The New 
York Times reports that Japan’s national scourge of 
tuberculosis has decreased sharply as the result of 
higher living standards under the occupation. For 
the first time, tuberculosis has dropped to second 
place as the cause of death in Tokyo, having been 
replaced by brain hemorrhage. Cancer ranks third. 
... The American Trudeau Society announces that 
a limited number of fellowships to promote the 
training of clinicians, medical teachers, and admin- 
istrators in the field of tuberculosis and related pul- 
monary diseases are again being offered. The awards 
are open to U. S. citizens and preference is given 
candidates not more than 30 years of age who have 
an M.D. Fellowship applications are considered at 
meetings of the Committee on Medical Education 
of the A.T.S. in October and April or May of each 
year, so applications must be received by April 1 
or September 1, 1954. . . . A paper written by Dr. 
Lawrence T. Post, emeritus professor of ophthalmol- 
ogy at Washington University School of Medicine, 
St. Louis, and presented at the 58th annual meeting 
of the American Academy of Ophthalmology and 
Otolaryngology in Chicago emphasized that there 
should be two kinds of physicians to cope with the 
ever expanding field of medical knowledge. He said 
one group of doctors should be trained as general 
practitioners while others would spend their time 
and efforts on research and delve entirely into 
medical theory. 


Unfortunately the advancements of medicine are so great that the 


personal relation between the family and the doctor is not as close 
as in the old days of the family physician, who was the medical ad- 
visor, the confidant for the family, and an ever willing counselor. 
This relationship is being more and more fostered and a closer 
relationship between doctor and patient is again being restored. 

This we approve and urge the physician to take a little extra 
time to discuss the situation involved with the patient and those 
interested in the situation. They are entitled to it. That is why they 
consult you. A few words of explanation bring both doctor and 
patient closer together and inspire confidence. It is good public 
relations.—C.aubE J. Hunt, M.D., in Weekly Bulletin of the Jackson 
County Medical Society. 
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NoveMBER produced the smallest Building Fund 
collection since the “Final Fall Drive” was started 
—thirty-three hundred dollars less than October. 
However, Dr. John Fowler points out that no fund 
campaign—no business, for that matter—can ex- 
pect to break all previous records every thirty days. 
He is confident that December, when the spirit of 
giving is particularly prevalent, will show a rise. 
Especially newsworthy is the $200 check re- 
ceived from the Southwestern Ohio Society of 
General Physicians, whose membership is made up 


total 
contributions 


November 
contributions 


2,265.00 


335.00 
naan’ 5.00 695.00 
390.00 8,215.00 
25.00 
255.00 
New Hampshire................ 1,018.00 
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Building Fund Shows Temporary Slowdown in November 


State Chapter Building Fund Standings 


of Ohio A.G.P. members in the Cincinnati area. 
California, whose third place position continues to 
be threatened by Missouri but itself constitutes a 
threat to Ohio’s number two spot, has just launched 
a state-wide personal solicitation which Dr. Charles 
Nelson is confident will move his chapter “out in 
front of Texas, where it belongs.” 

Here are the November and cumulative totals for 
all state chapters. As of November 30, the Fund 
had a cash balance of $132,751 (which did not in- 
clude the $20,000 earmarked from GP). 


November total 
contributions contributions 


$ 45.00 $ 2,178.00 


1.250.00 
cb 20.00 2,600.00 
Commercial Organizations ...... _ 13,575.00 
20,000.00 


state state 
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of red blood cells. Folinic Acid. Also aids in 
the utilization of iron. 
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for its potentiating factor as a mild laxative without 
which promotes the absorption purgative action, and for 

of ingested vitamin Bis. its catalytic role in the 
absorption of iron. 


Ferrous Sulfate 200 mg. 


Each Duotinic Capsule Ascorbic Acid ........ " 


contains: Extract Hog Bile (Desiccated) ...... 
Whole Stomach Substance .... 
Supplied: Bottles of 100 capsules. Desiccated Liver NF ........ 


Dosage: 1 capsule t.i.d. in iron deficiency anemias; in other anemias as directed by the physician, 
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General Practice Groups as Teaching Units 


BY CHARLES E. NYBERG 


To EDUCATE medical students properly for general 
practice requires an entirely new approach, according 
to Joseph S. Collings, M.B., in an article published in 
the September issue of Journal of Medical Education. 

Mr. Collings has conducted studies on general prac- 
tice in several foreign countries and in the United 
States. He served as a consultant on general practice 
to the Magnuson Commission on Health Needs of the 

Nation. A part of that Commission’s report—General 
Practice Today and Tomorrow”’—was prepared by 
Dr. Donald M. Clark and Mr. Collings. It was pub- 
lished in the April, 1953, GP. 

Mr. Collings states that the average graduate from 
an approved medical school, who has had approved 
hospital training, is versed in the basic clinical disci- 
plines essential to conduct a safe and sound general 
practice. When the young physician starts practice he 
has background and training to be an excellent general 
practitioner, yet, too frequently, in spite of his own 
desires and good intentions, he is prevented from 
developing into a good family doctor. 

Time is the chief factor that prevents many general 
practitioners from practicing medicine as they know 
it should be done. The young doctor also soon learns 
that he must conform to the pattern of practice in his 
community. There are two very real pressures on him 
to do so, economic necessity and patient demand. Too 
frequently the older doctors in the community add to 
the young physician’s difficulties by excluding him or 
limiting his opportunities to practice in hospitals. 

Mr. Collings does not think these problems can be 
resolved by the medical school programs to simulate 
general practice in the out-patient departments of the 
teaching hospitals, or through home care. He also ques- 
tions the ability of preceptorship programs to do the 
job. It is too difficult to find qualified preceptors with 
the time, inclination and capacity to teach. 

His solution is that the medical schools must create 
working examples of good community practice. He pro- 
poses that the medical schools encourage and recruit 
small group practice units which have general practi- 
tioners as the key members of the group to act as 
teaching units for general practice. Such units must 
be self supporting groups providing general medical 
services to the people in the community. 


It is suggested that from five to ten doctors in a group 
serving a population of 10,000 to 15,000 people would 
make practical teaching units. General practitioners 
together with a consultant internist, a pediatrician, 
and a psychiatrist should form the basic group. In 
rural communities an obstetrician and a surgeon should 
be added. 

Mr. Collings points out that the development of such 
teaching units will take time and that the practicing 
physicians in those groups will not be experienced and 
qualified instructors, but it is the medical school’s re- 
sponsibility to help those physicians become teachers. 
This sort of plan is not so different from the preceptor 
type of instruction, except that the medical schools 
would be dealing with organized groups and could 
provide supervision and clerical assistance more readily 
for these specific teaching units than for individual 
preceptors. 

Medical students need experience in practice in a 
community away from the large teaching hospitals that 
will better enable them to cope with the social and 
economic forces that influence the practice of medicine. 
The majority of students who have had an opportunity 
to serve with a general practitioner under the precep- 
torship programs have indicated that it is an invaluable 
experience which could not be obtained in any other 
manner. The group plan should provide a similar type 
of practical training with fewer administrative problems 
for the medical schools. 

However, group practice has its own administrative 
problems, too. Finding a group of general practitioners 
and a few specialists to function as a unit may be more 
difficult than locating individual general practitioners 
qualified and willing to act as preceptors. 

Mr. Collings, like many other adherents of group 
practice, tends to emphasize the advantages of group 
arrangements and overlooks the disadvantages. Not only 
the patients but the doctors, too, are individuals and 
the receipt and delivery of medical care is a very per- 
sonal matter. Setting up an organizational outline of 
group practice is a fairly simple task, but obtaining 
doctors and other personnel to function within that 
organizational structure is not so easy. Many patients, 
too, prefer to have a choice of physicians and not 
to be limited to one group in the community. 
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News from the State Chapters 


AT a recent meeting of the 
Hawaii chapter held at the 
Oahu Country Club, Dr. R. 
Varian Sloan of Glendale, 
Calif., a regional director of 
the Commission on Educa- 
tion, spoke to approximately 
200 members and guests. His 
remarks included a plan for 
future meetings with the Ha- 
waii chapter officers. Dr. Sloan discussed the 
A.A.G.P.’s concern over the difficulty the Terri- 
torial chapter members have in fulfilling their edu- 
cational requirements’and gave suggestions as to 
the future of their postgraduate study program. 

At another meeting which was held in the home 
of Dr. Leslie Vasconcellos, the problems of the 
outlying islands and membership were discussed. 
A presentation of the tape recording of scientific 
speeches and methods for circulating these record- 
ings to the members was the main subject. Clarifi- 
cation of the Commission’s policy on various sub- 
jects was given to the officers. 

More than 500 doctors registered for the Ohio 
chapter’s third annual scientific assembly held re- 
cently in Cleveland. Among the accomplishments 
of the meeting, fifteen members signed up as Cen- 
tury Club members, twelve physicians became 
members of the Ohio chapter, and there was a 
noticeable increase in attendance by medical stu- 
dents, interns, residents, and nurses. 

New officers are Dr. George H. Lemon of Toledo, 
president; Dr. Herbert W. Salter of Cleveland, 
president-elect; and Dr. Earl D. McCallister of 
Columbus was re-elected secretary-treasurer for the 
fifth term. Dr. Thomas E. Rardin of Columbus is 
past president. 


Dr. Sloan 


Dignitaries at the Ohio chapter's banquet. Shown, left to right, at the Speakers’ Table are Mrs. Earl D. McCallister, Dr. Earl D. McCal- 


An anniversary cake for fifth meeting. Shown left to right at the 
California chapter’s annual banquet are Dr. Merlin Newkirk, 
new president; Dr. Francis Hodges, outgoing president; Mrs. 
Charles Preuss, and Dr. Ivan C. Heron. Mrs. Edwin Reithmayer is 
seated in front of Dr. Newkirk. 


Three hundred and twenty persons attended the 
annual banquet (see cut). Dr. and Mrs. Geerge 
Crile, Jr. of Cleveland entertained with a color 
film. This was followed by dancing. 

The scientific program was enthusiastically re- 
ceived and announcement was made for the Fourth 
Annual Scientific Assembly which will be held in 
Columbus on September 21-23, 1954. 

The wives were given a dinner and a style show 
which was attended by one hundred ladies. 

Almost 2,000 persons attended the California 
chapter’s annual meeting October 25-27 in Coro- 
nado. The scientific program, which was rated the 
best the chapter has ever had, included such speakers 
as Dr. Alfred Kinsey, Dr. Louis Buie of the Mayo 
Clinic; Dr. F. H. Bentley from England; and Dr. 
Raymond McNealy of Chicago. At the banquet a 
large anniversary cake was displayed which was in 
observance of the chapter’s fifth meeting (see cut). 

Dr. William F. Wagenbach of St. Louis was in- 
stalled as president during the Missouri chapter’s 
fifth annual assembly October 28-29 in Jefferson 
City. Dr. Joseph Getelson of Kansas City was named 
president-elect. Other officers are Dr. C. Gordon 
Stauffacher of Sedalia, vice-president; and Dr. P. 
V. Siegel, also of Sedalia, secretary-treasurer. Mr. 
Ray McIntyre of Kirkwood is field secretary. 

The Missouri chapter reports a total registration 


lister, secretary-treasurer; Mrs. Anthony Merski, Dr. Anthony Merski, past president; Mrs. Thomas E. Rardin, Dr. Thomas E. Rardin, im- 
mediate past president; Mrs. George H. Lemon, Dr. George H. Lemon, president; Dr. Herbert W. Salter, president-elect; Mrs. Herbert W. 
Salter, Dr. George Crile, Jr., banquet speaker; Mrs. George Crile, The Reverend Frederick Kemper, Mrs. Frederick Kemper, Dr. Paul Davis, 


president of the Ohio State Medical Association, and Mrs. Paul Davis. 
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of 214 for its first two-day meeting. The scientific 
lectures dealt with the diagnosis of chest and ab- 
dominal pains, and office treatment of broken bones, 
sore throats, burns, bruises and cuts, tuberculosis 
and eye inflammations. 

Speakers included Dr. Henry R. McCarroll, Dr. 
Joseph C. Jaudon, and Dr. Carl A. Moyer of St. 
Louis; Dr. Paul Williamson of Osawatomie, Kansas, 
Dr. Thomas E. McMillan of Kansas City; Dr. 
William A. Sodeman and Dr. Roscoe Pullen of 
Columbia, Dr. Harry B. Stauffer of Jefferson City, 
and Dr. Charles Brasher of Mount Vernon. 

Death took one of the St. 
Louis (Missouri) chapter’s 
leading members November 
13 when Dr. C. W. Schu- 
macher, 46 years old, died of 
head injuries received from a 
fall at his home in _ nearby 
Clayton. Dr. Schumacher had 
distinguished himself as edi- 
tor of News and Views, serving 
since its beginning in 1946, 
This was the first neue bulletin issued by a gen- 
eral practitioners’ group. He organized the Doctors’ 
Emergency Call Service in St. Louis (June, 1950) 
and assisted in the General Practitioners’ Tuber- 
culosis Detection Drive which began in June, 1952. 

One of the bulwarks of the state and city chapters 
of the Academy, he was also a member of the execu- 
tive committee of the American Medical Writers 
Association. Dr. Schumacher has been a frequent 
contributor to Academy Reports and News. 

The Washington chapter reports that its second 
annual scientific assembly on October 30-31 in 
Yakima was a great meeting. Dr. Austin Kraabel of 
Seattle was elected president, Dr. Herman Judd of 
Tacoma, vice-president; Dr. R. Mac O’Brien of 
Spokane, secretary-treasurer; and Dr. John Ely of 
Opportunity, assistant secretary-treasurer. 

The chapter’s delegates adopted a_ resolution 
opposing any alteration in standards in nursing 
education which may cause the closure of existing 
schools of nursing, or further restrict the number 
of persons receiving training in the nursing field. 

A.A.G.P. Executive Secretary Mac F. Cahal, who 
was guest speaker at a dinner meeting, criticized 
sensational stories in popular magazines which tend 
to discredit the entire medical profession and de- 
stroy public confidence in all doctors. 

Other visiting speakers were Dr. Raymond W. 
McNealy of Cook County Hospital, Chicago; and 
Dr. Peter H. Forsham of the University of Cali- 


Dr. Schumacher 
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A WORD FOR IT 


T. J. Jennincs has recovered from an attack 
of hiccoughs which lasted ten days and nights. 
The hiccoughs left as aburptly as they came. 
—Harrisonburg (Va.) Daily News-Record. 


MARATHON 


HE HAD stopped by the home of a friend when 
he and the woman became involved in an 
argument. She stabbed him with a butcher 
knife and he ran for about thirty years before 
falling mortally wounded.—Darlington (S.C.) 
News and Press. 


GHOST SURGERY 
PREVIOUSLY, most of these patients died with- 
out the aid of an operation— Philadelphia (Pa.) 


Inquirer. 


TO WHOM THE BELLE TOLD 


TECHNICAL SERGEANT of the 
medical division of the U.S. Army is home 
for a 30-day stay. He has been overseas two 
years. Upon his return home he met a new 
arrival, his seven-months-old daughter, Anna- 


belle.— Wickliffe (Ala.) Sentinel. 


VISUAL AID 
In Dr. Harold Aaron’s book on Health and 
Medicine a chapter on Stimulants has this 
sentence: “Despite the best intentions, how- 


ever, hangovers do 


fornia. Other scientific lectures were given by eight 
well-known Washington state physicians. A novel 
feature of the annual banquet was a presentation of 

the play “Claudia” which was given by the Little 

Theatre group of the Yakima Valley Art Associa- 

tion. 

Ladies’ entertainment included a luncheon and 
fashion show, a special dinner at the Yakima Coun- 
try Club, and a tour of a fruit cannery. 

The second annual scientific meeting of the 
Colorado chapter was held November 22 in Colo- 
rado Springs. Seven nationally-known speakers 
presented the program which consisted of a sym- 
posium on infectious diseases. 

New officers of the Georgia chapter are Dr. H. 
L. Cheves of Union Point, president; Dr. G. H. 
Alexander of Forsyth, president-elect; Dr. W. G. 
Elliott of Cuthbert, vice-president; and Dr. M. F. 
Arnold of Hawkinsville, secretary-treasurer. 

At a meeting of the board of directors of the 
Oregon chapter on October 14 in Portland, Dr. 
John M. Boyer of Eugene was appointed secretary- 
treasurer. At the annual business meeting held on 
the same date, Dr. Ennis R. Keizer of North Bend 
was installed as president, Dr. David G. Duncan of 
Portland was named president-elect, and Dr. Ray- 
mond M. Reichle of Portland was elected vice- 
president. 

The first of a series of four meetings of the 
Wisconsin chapter was held at Appleton October 
23 with Dr. Charles W. Crumpton of the University 
of Wisconsin as guest speaker. His subject was 
‘New Treatment of Hypertension.” Members in 
attendance represented Outagamie, Winnebago, 
Manitowoc, and Sheboygan counties. A.A.G.P. 
President-elect W. B. Hildebrand of Menasha spoke 
on the national organization. Three past state 
presidents—Dr. Patrick Canavan, Dr. George 
Forkin, and Dr. E. C. Cary, attended. 

Seventeen well-known physicians presented the 
scientific program of the Wisconsin chapter’s fifth 
annual scientific assembly November 17-18 in Mil- 
waukee. A.A.G.P. President-elect W. B. Hildebrand 
led off the final afternoon session with a progress 
report on the Academy. The Honorable Calvin 
Johnson, ex-Congressman from Illinois, was the 
banquet speaker. 

Dr. Philip Fortin of New Bedford was elected 
president of the Massachusetts chapter at its fall 
clinical assembly held recently in Boston. He suc- 
ceeded Dr. James G. Simmons of Fitchburg. Other 
officers elected were Dr. Fred L. Campbell of 

Brighton, president-elect; Dr. R. Emerson Sylves 
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of Auburndale, first vice-president, Dr. Arthur C. 
Murray of Winthrop, second vice-president; Dr. 
Daniel M. Rogers of Wenham, treasurer; Dr. Albert 
C. Poirer of Cambridge, assistant treasurer; Dr. 
James P. Warbasse, Jr. of New Bedford, recording 
secretary; Dr. R. Adelaide Draper of Dorchester. 
corresponding secretary; and Dr. Edmond P. Lar- 
kin of North Adams, parliamentarian. 

The annual “G.P. Luncheon” of the Virginia 
chapter was held October 20 during the annual 
meeting of the Medical Society of Virginia. Installa- 
tion of officers, directors, and delegates was a high- 
light of this annual social event. Dr. Richard M. 
Reynolds of Norfolk is the new president-elect and 
Dr. B. A. Hopkins was installed as the Virginia 
chapter president. 

The last three of a series of fifteen lectures re- 
main to be given at White Plains Hospital School of 
Nursing, Elmsford, New York. The series of post- 
graduate lectures on endocrinology are being spon- 
sored by the Westchester (New York) chapter. 
The others will be held January 14, 21, and 28. 

Dr. Milton Clark of Goldsboro is the new presi- 
dent-elect of the North Carolina chapter. His elec- 
tion came during the fifth annual scientific assembly 
of the North Carolina chapter in Chapel Hill. Dr. 


New officers installed. Dr. Amos N. Johnson (second from right), 
retiring president of the North Carolina chapter, is shown turn- 
ing over the gavel to his successor, Dr. Wayne J. Benton. Observ- 
ing the ceremony are (left to right) Dr. John R. Bender, Dr. 
William E. Selby, and Dr. Milton Clark. 


Wayne J. Benton was installed as president; Dr. 
William E. Selby is vice-president and Dr. John R. 
Bender was re-elected secretary-treasurer (see cut). 
Dr. Amos Johnson, the chapter’s retiring president 
who spoke at the banquet, related the advances 
general practitioners have made since World War II. 
The North Carolina chapter is planning its 1954 
annual scientific assembly as a cruise to Nassau 
and Havana, or to Bermuda. Latest report from a 
poll was that 210 were in favor of the plan. 
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XAMYL* relieved... 


... anxiety in a tired businessman 


Patient T.H. complained of “fatigue and early morning 


weariness . . . refused to stop work and rest . . .” 


“The relief that ‘Dexamyl’ brought in this case is 
incalculable.” It relieved his anxiety about his work 


and helped him through the days he felt “low”. 
(Case-history excerpts from the files of a general practitioner; unposed photo- 
graphs taken during office visit.) 


Each tablet provides the synergistic action of two mood-ameliorating components: 
Dexedrine* Sulfate (dextro-amphetamine sulfate, S.K.F.), 5 mg.; amobarbital 
(Lilly), Y2 gr. (32 mg.). Each teaspoonful (5 cc.) of the elixir is equivalent 
to one tablet. 


* 7M. Reg. U.S. Pat. Off 
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